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New Books 


Gant on Rectum, Anus, and Colon 


This treatise covers every angle from history to postoperative 
management;. . Office treatment is emphasized. There are pages and 
pages of purely medical treatment and hundreds of prescriptions. 

here are. 1128 original illustrations, many in colors, and 10 inserts. 





By Samvet G. Gant, M.D., LL.D., Professor and Chief of the Department of 
Diseases of the Colon, Rectum, and Anusat the Broad Street Hospital: Graduate 
School of Medicine, New York. Three octavos, totaling 1616 pages, with 1128 
illustrations on 1085 figures and 10 inserts in colors. Per Set: Cloth, $25.00 net. 


Kolmer’s Infection and Biologic Therapy zi/#or 
So thorough, so extensive has been the revision for this edition that 
it is really a new book. It is 222 pages larger than the old edition— 
due to. the vast amount of new material added. Some 50 additional 
illustrations have been included. 


By Jon A. Kotmer, M.D., Professor of Pathology and Bacteriology in the Gradu- 


ate School of Medicine, University of Pennsylvania. Octavo of 1210 pages, with * 


202 original illustrations, 51 in colors. Cloth, $12.00 net. 


Scudder’s Fractures EDITION 


Dr. Scudder’s Treatment of Fractures is offered the medical profession 
after the most thorough revision it has undergone in many years. 
The 1252 illustrations are noteworthy for.the definite manner in 
which they graphically point out the right way to do things. 


By Cuar_es L. Scupper, M. D., Consulting Surgeon to the Massachusetts Gen- 
eral Hospital. Octavo of 748 pages, 1252 original illustrations. Cloth, $8.50 net. 


Stookey’s Surgery of Peripheral Nerves 


This new book gives principles and methods whose foundations are 
laid on embryology, anatomy, and physiology, as well as experi- 
mental work and clinical practice. Technic is detailed. 

By Byron St00Key, M, D:, Associate in Neurology, Columbia University, N. Y. 
With a chapter 6n Nerve Degeneration and Regeneration by G. Cant Huser, M.D., 


University of Michigan. Octavo of 475 pages, with 217 illustrations, 8 in colors. 
Cloth, $10.00 net. 


Jackson’s Bronchoscopy 


Dr. Chevalier Jackson’s work is a practical text-book of endoscopy 
and laryngeal surgery. The instruments needed, the positions of 
the patients, removing the tack, pin, or other obstructing body. are 
told clearly in the text and skown in series, step by step. 

By CHEvaLier Jackson, M. D., Professor of Laryngology, Jefferson Medical Col- 
lege; Professor of Bronchoscopy and Esophagoscopy, Graduate School of Medi- 


cine, University of Pennsylvania. Octavo of 347 pages, with 112 illustrations, 4 in 
colors. Cloth, $5.50 net. 
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CLINIC OF DR. ARTHUR E. HERTZLER 


- HALSTEAD HOspPITAL 


TWO-STAGE OPERATIONS IN ACUTE STRANGULATION 
OF THE GUT 


Case I.—Strangulated Femoral Hernia with Gut Necrosis.— 
A married woman aged fifty-six was brought into the hospital 
for the closure of a fecal fistula in the groin. 

History.—A former pupil called me by telephone, stating 
that he had a patient who had strangulated femoral hernia of 
more than two days’ duration, and, judging from local and 
general appearances, the gut was likely necrotic. What should 
he do? I advised that he cut down on the gut, drain in situ, 
forming a fecal fistula, thereby standing the best chance of saving 
the patient’s life. 

The circumstances of the development of this fistula was as 
above indicated. In the right inguinal region just below Pou- 
part’s ligament was a granulating area in the midst of which 
fecal contents were escaping. The skin about the granulating 
area was somewhat excoriated from the irritation of the intestinal 
contents. The skin above Poupart’s ligament was normal. 
The patient’s condition was excellent and only the discharging 
fistula separated her from a normal state. 

Treatment.—The indications were to secure an anastomosis 
of the gut and to dispose of the fecal opening. The intra- 
abdominal work obviously must be accomplished without soil- 
ing the wound by the discharges of the fistulous area. 

The fistulous area, shown diagrammatically in Fig. 694, a, 
was covered with wet packs of formalin solution, and this covered 
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by a sheet of rubber protective sutured to the skin along the 
line of Poupart’s ligament. The area above this ligament was 
then prepared in the usual way. A right rectus incision was 





Fig. 694.—Showing the relation of the intestines before the operation: 
a Shows the ends of the guts protruding through the opening under Poupart’s 
ligament made for the purpose of relieving the strangulation; b shows the 
loop of intestines separated and the point of severance decided on; c shows 
the side-to-side anastomosis completed. 


then made and the two ends of the gut ending in the fistula were 
isolated. Each gut was then grasped between two forceps 
(Fig. 694, b) and cut. The ends of the gut ending in the fistu- 
lous opening were then cauterized and turned down for attention 
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later. The other ends were then closed and a side-to-side 
anastomosis made (Fig. 694, c) and the anastomosed area dropped 
back into the abdomen. The lower ends which had been packed 





-_~ 


Fig. 695.—The abdominal wound has been closed and the side-to-side 
anastomosis is shown in situ. The lower wound is shown completely closed 
There should be a gauze and tube drain at the lower end. 


off with lap towels were then attacked. (The rectus incision 
may be closed at this time [Fig. 695] or protected and left open 
until the fistulous ends have been removed. [If it is closed at 
once the pack must be so placed that it can easily be removed 
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from below.) The incision made at the time of. strangulation 
by her attendant was circumscribed, and granular area, gut and 
all, freed. The two ends of gut together with the pack protect- 
ing them were then withdrawn. This wound was then closed 
except a drainage opening. 

It is somewhat easier to prolong the lower end of the incision 
downward over Poupart’s ligament, and pulling on the ends of 
the intestines, rolling them over and outward as one approaches 
the fistulous opening. This is the simplest method and best 
adapted to the inexperienced. The objection is that the wound 
will become infected about the fistulous opening, and this may 
extend some distance upward, leaving a weak scar with possible 
subsequent hernia. This is a minor matter and can be repaired 
later. Better this than expending too much time coaxing the 
guts through an opening below. 

After-course——The wound in the abdominal wall closed 
ideally except for two stitch abscesses. There was some sup- 
puration in the line of the lower incision, but healing was com- 
plete in a month. Neither scar has weakened since the opera- 
tion and the patient has remained well. 

Comment.—By so operating one has a clean abdomen in 
which to make the anastomosis and one can protect the area 
with a fair degree of certainty from contamination. The second 
operation should be so timed that the intestinal loops in the 
abdomen are still in a state of partial reaction because they are 
then in a state better to defend themselves against such infection 
as may inadvertently enter the wound from the fistulous area. 
The proper time for the operation is after the patient has fully 
recovered from her obstruction and before all reaction in the 
gut coats has subsided. This time may be placed somewhere 
between the third and eighth week. It is true there will be more 
trouble with adhesions resulting from the obstruction than would 
be the case after the lapse of a few more months, but the added 
safety will more than compensate for the increased difficulty 
in technic. Besides, the patient is always anxious to be rid 
of the stinking mess at the earliest possible date. 

By operating in two stages the mortality is greatly reduced 
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because the patient disturbed by the strangulation is not in 
good condition to stand an operation of a duration of half an 
hour or more. What is equally as important, the gut at the 
time of strangulation may not show the extent of probable 
necrosis. After reaction has taken place one may with certainty 
select a point of unquestioned viability. 


Case II.—Necrosis of the Gut from a Strangulation Over a 
Meckel Diverticulum.—aA farmer aged forty-six was brought to 
the hospital for relief of a gut fistula. 

* History —Following an acute generalized abdominal pain 
he had vomiting and distention. The diagnosis of acute strangu- 
lation was made. At operation a loop of gut was found im- 
prisoned behind a band from a Meckel diverticulum. A seg- 
ment of gut about 15 inches in length was intensely black and 
showed no evidence of viability after the usual tests. This 
loop was pulled to the left of the incision, including 4 inches of 
apparently healthy gut. The gut was carefully sutured to the 
peritoneum, and then the line of suture packed off with gauze 
and the remainder of the wound closed. The loop of necrotic 
gut reached to a point on the level of the anterior superior spine. 
This terminus of the loop was carefully walled off from the 
wound and drained. This relieved the intestinal obstruction. 
In about a week the necrotic gut had sloughed and the remaining 
stumps of healthy gut were trimmed off to the level of the wound 
now safely healed. 

The patient now enters the hospital] to be rid of the intestinal 
fistula. This is diagrammatically represented in Fig. 696. It 
consists of a double-barreled tube opening on to the surface of 
the abdomen. 

The first act was to secure an opening from loop toloop. This 
was accomplished by the well-known stunt of cutting across 
the septum by gradual pressure of a spring forceps. These for- 
ceps are passed with one limb down either gut lumen. The spring 
presses the two gut surfaces together, securing adhesion by the 
pressure of these two surfaces (Fig. 696, a). After about ten 
days the tissue grasped by the forceps had caused necrosis and 
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a state shown in Fig. 696, 6 will have been obtained. There 


i 
Fig. 696.—a Shows the forceps, one limb in either loop, pressing the 
surfaces together in order to cause them to unite and the septum to disappear; 


b shows the resulting fistula after the forceps have cut through; ¢ shows 
the fistula dissected out, and the end turned in. 


is a restoration of the lumen of the gut with a fistulous opening 
leading to the surface of the abdomen. The problem, then, 
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is to get rid of the small fistula remaining. The opening was 
surrounded by a subcutaneous suture, shutting it off. The 
abdomen was cleansed and the opening sealed with collodion. 
The fistulous tract was then circumscribed by an elliptic in- 
cision and followed down to the gut, cut off and inverted, and 
the gut dropped (Fig. 696, c). 

A simpler way is to dissect out the fistulous tract down to 
the peritoneum, only tying it off and closing the wound above. 
This saves opening the peritoneal cavity, but leaves the gut 
fastened to the anterior abdominal wall. 

It is well to allow some weeks or months to elapse after the 
forceps have cut through the septum before the closure of the 
opening in the abdominal wall is attempted. Once the fecal 
current can pass direct, the opening quickly narrows down ma- 
terially. 

The theoretic objection, that when the gut is left attached 
to the abdominal wall a new. strangulation may form later, must 
be admitted. This, however, has not happened in my experi- 
ence. 

Comment.—By following the consefvative line indicated 
in the case here reported improves enormously the prognosis. 
Immediate anastomosis in acute obstruction has a very high 
mortality in the hands of the experienced operators, and in 
the hands of the novice is nearly always fatal. There is the 
objection that a nasty fistula is produced and the convalescence 
is much prolonged. But a convalescence, even if prolonged, 
is better than a nice smooth fatality. 




















CHRONIC TRAUMATIC EMPYEMA CAVITY LINED BY 
SKIN-FLAP 


History.—The patient, a farmer aged forty-six, came in 
with a complaint of a sinus in his left side. 

One year ago the patient was accidentally hit in his side 
while moving a stove. There was no breaking of the skin, no 
swelling, and no considerable soreness. One month later he 
fell and struck the same side against a sharp object. There was 
slight swelling following, but no break in the skin. There was 
soreness for a short time with the swelling, but rubbing the site 
caused the swelling to disappear. In one month a permanent 
swelling appeared. He worked as usual and paid no attention 
to the swelling. This spot remained all winter, and at harvest 
it broke and began discharging pus, and has continued discharg- 
ing since. Three weeks ago the patient caught cold in the sinus, 
followed by shortness of breath and temperature to 103° F. 
Osteopathic treatment relieved the fever in two or three days, 
and there has been no fever since. There has been occasional 
cough and he has gotten shorter of breath the last week or two. 

His general health has always been good and his appetite 
remained good until the past week. There was no loss of weight 
until the last three weeks, but during this time he has lost 17 
pounds. 

Examination (W. W. Holley).—Patient does not look acutely 
ill; nutrition is fair, the skin warm and elastic. The eyes react 
to light and accommodation; the teeth have some repair work; 
there is some retraction of the gums from pyorrhea. The chest 
is large, symmetric; respiratory movements free and equal above, 
somewhat lessened below on the right side. There is a sinus 
over medial part of sixth rib anteriorly on the left side which is 
discharging pus. Resonance on the right side and the upper 
part of the left is normal. Below fourth rib on the left there is 
1485 
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flatness. Breath sounds over the resonant areas are normal, 
but distant and diminished on the left side below. The apex- 
beat is felt at about 9 cm. in fifth intercostal space. 

x-Ray examination of the chest shows a shadow extending 
almost to the top of the left chest. White blood-cells 10,400. 

Diagnosis.—The diagnosis is clearly that of empyema. 

The cause of the empyema is the chief object of interest. 
Apparently there was a traumatic periostitis of the rib. This 
seems to have remained dormant until six months ago, when it 
opened externally spontaneously. Until three weeks ago it 
seems not to have caused any disturbance in his general health. 
Three weeks ago something happened which he ascribes to a 
cold. Then fever, cough, and loss of weight began. We may 
conveniently assume that the major part of his illness, the 
empyema, dates from this time. We must assume that the 
external sinus was inadequate to drain the pus, and it formed 
an additional avenue into the pleural cavity. Whatever may 
have been the nature of the original infection discharging on the 
surface many months, it must by then have been a mixed infec- 
tion. An abscess of this sort breaking into an unprotected 
pleura must certainly have killed him, but it was not sufficient 
to more than send him to an osteopath. Therefore there must 
have been some pleural involvement before, and something 
caused an exacerbation at that time, possibly a disturbance in 
the outflow. Chronic inflammations of the rib periosteum is 
usually tubercular in character, and the long continuance before 
rupture is in harmony with this, though the general physical 
make-up of the patient speaks against this. There was no 
evidence of syphilis. 

Treatment.—Obviously, operation alone can be of avail. A 
drainage of the left chest with resection of a rib was done. Two 
sinuses communicating with the pleural cavity were traced. 
The pleura was found to be much thickened and there was an 
area of calcification in the parietal pleura as far as the finger 
could reach. The diaphragmatic pleura was much thickened, 
as was the pleura over the left lung, but there was no calcifica- 
tion. A large amount of thin yellow pus drained away. 
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Postoperative Course.—10/11/19: No postoperative shock. 
Wound drainage considerable; thin yellow pus. 

10/12/18: Temperature 102.5° F. today. This is the high- 
est since operation. Pulse 100. Much thin yellow pus dis- 
charged. 

10/14/19: Wound dressed, gauze pack around the drainage- 
tube removed (W. W. H.). Temperature 100.4° F. From 
this time on the patient’s course was rather unchanged. There 
was considerable thin purulent discharge every day. This 
changed at the end of a week from yellow to a pinkish yellow. 
It did not seem to increase in amount even up to the day of his 
dismissal from the hospital. He ran a mildly septic course. 
The temperature dropped to about 99° F. every morning and 
went to 100° to 101° F. in the evening. The patient suffered 
no pain. The drainage-tube was not removed or shortened. 
The pulse ran from 80 to 100. 

Condition at Dismissal.—The original drainage-tube was 
left in place and not shortened. Considerable pinkish-yellow 
thin pus discharged from wound every day. Temperature 99° 
to 101° F. The patient feels well and has a very good appetite. 
He was allowed to go home, with instructions to return in a month 
for examination. 

1/16/20: Patient returned for examination. He has been 
draining a great deal of pus ever since leaving the hospital In 
the last two months he has been irrigating the cavity with iodin 
on the advice of his physician. He has run a temperature of 
99.5° to 102° F. ever since leaving. He now has white blood- 
cells 9200, temperature 99.6° F., pulse 112. Three weeks ago 
his feet started to swell. They would go down every night and 
get worse in the daytime. No shortness of breath. He has 
lost about 20 pounds in weight since the first operation. 

Examination.—Patient looks well nourished, but acutely ill. 
Head and neck negative. Lung expansion poor on the left 
side. Left chest practically immobile. Decreased resonance to 
dulness on percussion over whole lower left half of the chest. 
Breath and voice sounds undemonstrable over the dull area. 
No cardiac murmurs, rate 110. Apex-beat not found. 
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Fig. 697.—The ribs are shown resected with a simple slit in the frontal 
pleura. This pleura was removed as far as possible together with the cal- 
careous plaques embedded in it. The dotted lines over the side of the abdomen 


show the size of the proposed flap. (The flap should be at least as wide again 
as the artist has shown it.) 


Abdomen negative. Extremities negative except for slight 
edema of legs and feet. 

Diagnosis.—Chronic empyema, left side. Defective drain- 
age. 
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Fig. 698.—The forceps are shown grasping the apex of the flap. The 5 
drawing is faulty in that the flap is shown entirely too small and is printed 
too much forward. The flap must be directed to the apex of the cavity 
wherever that may be. 





Treatment.—Some means of obliterating the cavity or at 
least establishing permanent drainage must be attained. Fol- 
lowing the idea of Beck, it was decided to line the cavity with 
skin. 

VOL. 3—94 
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Operation (1/17/20): Under local anesthesia two ribs were 
resected and the empyema sac opened widely (Fig. 697). The 
calcareous deposit, already mentioned on the parietal pleura, 
was removed. A loop flap of skin was outlined on the abdominal 
wall below the opening (Fig. 697) and dissected up to the margin 
of the wound, and turned into the sac. Having had trouble 
in previous operations of this kind in keeping the flap pointing 
to the top of the cavity, I attached a 7-inch forceps to the apex 
of the flap and then pushed forceps, flap, and all into the opening 
(Fig. 698). By suturing the handle of the forceps to the skin 
and fascia the flap had to stay in place. A gauze tampon held 
the flap against the visceral pleura. 

After-course.—1/17/20: No operative shock. Temperature 
99.5° F., pulse 120 tonight. 

1/18/20: Pulse 130, temperature 102.4° F. tonight. Wound 
draining much pus. Patient complains very little. Sweats pro- 
fusely almost all the time. Feels well, but looks pale and sick. 

1/19/20: Temperature down to’ 100° F. today. * Draining 
much red-stained pus. 

1/22/20: Complains a great deal today of the hemostat 
gouging him. Hemostat removed. Skin-flap stayed well up 
in place. Temperature subsiding. 

1/24/20: Gauze pack removed from abscess cavity. Much 
pus drainage followed its removal. The turned-in flap seems 
firmly fixed. A smaller gauze drain was inserted. 

1/30/20: Gauze drain removed and cavity left wide open. 
Feels well, temperature 99.3° F., pulse 98. 

1/30/20: The granulating area around the wound covered 
with Thiersch grafts from the left thigh, placing them as far 
as possible into the cavity. Grafts covered with a cage and 
dressed open. 

2/3/20: Wound dressed. Practically all the skin-grafts 
seem to be in place and in good condition. 

Condition at Dismissal.—2/4/20: Wound seems to be 
healing well. Skin-grafts are taking. Some decrease in the 
amount of pus drainage. Temperature normal for a week; 
pulse runs from 90 to 100. 
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1/10/23: There is a cavity holding about a pint, skin lined 
in its entirety. The patient is entirely well. 

Comment.—Judging from the calcareous deposit in the 
pleura, the empyema was of long duration. It seems almost 
incredible that it should have caused so little trouble. The 
edges of the sinuses from the pleural cavity converging to the 
single external opening had thick walls and were, therefore, 
much more than three weeks in forming. We may conclude, 
therefore, that we had a chronic traumatic empyema which 
opened spontaneously through the external wall of the chest. 

A misinterpretation of the history led to an unnecessary 
dilatory treatment. It was recognized, as already stated, that 
if an abscess had broken into an unprotected pleura he must 
certainly have died in a few days. We failed to follow this 
obviously correct observation to the operating-room, and 
treated him as an acute empyemic, by drainage. When the 
calcareous areas were found the error was obvious, but having 
no equipment for a flap operation, it was easy to conclude a 
preliminary drainage was the thing to do, and that his general 
condition would improve under drainage. But it did not 
improve. His condition was worse on his return, due to im- 
perfect drainage, than when he left the hospital. Since there 
was no other reason for his disturbance than inadequate drainage, 
the more radical operation was done. 

The use of the forceps to hold the flap in place proved a 
very convenient and efficient means of solving the most annoying 
step of the operation. 

















PERIRECTAL MELANOBLASTOMA DEVELOPING IN A 
CUTANEOUS HEMORRHOID 


THE patient, aged forty-seven, came in with complaint of 
pain in rectum. 

History.—The trouble began two months ago. His bowels 
became very constipated, and on taking an enema the enema 
tip struck an extremely tender area. It gave him intense pain. 
From that time he has had some pain in the anal region every 
day. The attacks of pain increased in severity and in duration 
until the last month, since which time it has been present almost 
continuously. Movement of the bowels did not increase it at 
the time they moved, but just afterward the pain was intense. 
He has watched for a discharge of some kind, but there has 
never been any. The pain is just as severe at night as in the 
daytime. It interfered so with his sleep that he lost strength 
and weight. 

Examination.—Patient is very poorly nourished, poorly 
muscled, apparently has lost considerable weight lately. Eyes 
react slowly to light, but good to distance. Pupils regular, 
tendency to be contracted. Mouth and throat negative. Heart 
inside left nipple ring about 1 cm. and at right sternal border. 
No murmurs. Lagging expiration over left upper chest. Does 
not expand as well on inflation. Percussion note somewhat 
impaired over left upper lobe, but definitely so at inferior angle 
of left scapula, where breath sounds are increased, numerous 
crepitant vesicular rales of a fine moist quality are heard. Few 
rales at angle of right scapula, but more of a bronchial type. 
Left axilla contains numerous hard glands size of bean and larger. 
Epitrochlear glands small, hard, definitely palpable. 

A small hard, tender lump is found to right of anus in or 
just outside of anal sphincter (Fig. 699). It is about the size 
of a hazelnut, firm, elastic, and the skin covering it is reddened, 
showing a deep blue color beneath. The anal region otherwise 
is free from any trouble. 
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Diagnosis.—The circumscribed character and the location of 
-the lesion proclaim it to be a cutaneous hemorrhoid containing 
a blood-clot. The long duration and the degree of disability 
complained of are out of the ordinary, but the patient is of the 
type affected profoundly by small lesions. 

Treatment.—2/22/20: Under local anesthesia the mass was 
burned down upon with a small electric cautery. Instead of a 


Fig. 699.—Cutaneous pile showing beginning malignant transformation. 
(Drawing from author’s sketch.) 


clot a small abscess was opened up. The whole inside of the 
abscess was cauterized. 

After-course.—2/23/2: The patient complaining of severe 
pain in anal region. PHmperature 100.5° F. He is unable to 
void urine. 

2/24/20: Wound infected. Much swelling and redness 
around wound area. Complains of much pain when bowels 
move. 

2/25/20: Patient unable to void. About a quart of urine 
removed by catheterization. Still complains of much wound 
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pain. Parts swollen and red. Temperature 101° F. Area 
very tender to pressure. 

2/26/20: Wound area opened up, and discharged consider- 
able pus. Pain relieved. Patient able to void urine. No 
rise of temperature. 

Condition at Dismissal.—Burned area sloughing out. Small 
amount of foul-smelling pus discharging with slough. Patient 
feels much better. Normal temperature. 

Comment.—The trouble lines up with an infected thrombus, 
with considerable perianal involvement, save that the duration 
was too long and the pain too severe. 

Second Admission.—The patient returned in two months 
and it was noted that the wound had not healed properly. 
With sitz-baths healing took place, but a tender indurated area 
remained. A hard lump the size of the end of the little finger 
with a small yellow crust formed. In a week a small pimple 
formed at the site of old scar, ruptured, drained considerable 
yellow pus. He felt good for a day or so; then discharge stopped 
and pain started again. He now has continuous pain, for the 
past two nights very severe. 

Diagnosis.—Pararectal abscess with possible fistula forma- 
tion. Because of the man’s general health and indefinite find- 
ings in the right apex, tuberculosis was thought of, but the pain 
was much more intense than is usual in tubercular affections 
of the anal region. The character of the discharge and the 
intensity of the pain suggested actinomycosis, but repeated 
examinations gave no evidence of such a possibility. 

Treatment.—Operation. General anesthetic. An incision 
through mass with electric cautery knife revealed a circumscribed, 
firm, granular looking area 3 by 2 cm., from which a little sero- 
purulent material drained. Cauterized through and around 
mass. Portion removed for section. Clinically looks like 
gumma. Sinus did not lead to gut, sphincter not cut, wound 
left open. 

After-course.—6/15/20: Gauze drain removed from para- 
rectal wound. Some liquid fecal drainage from rectum. Wound 
is quite dry and clean. 
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6/16/20: Wassermann negative. 

6/29/20: Has been taking sitz-baths for twenty minutes 
daily. All induration has left except nodule size of butter bean 
at top part of wound. 


Fig. 700.—Slide from excised tissue in the perianal region. A few large ovoid 
cells is seen mingled with leukocytes and normal cells. 


Fig. 701.—High power of the preceding. 


7/4/20: Small hard mass described on 6/29/20 has enlarged 
to size of thumb, and has extended over an inch superiorly and 
posteriorly around rectum. Is firm and movable. Has been 
taking twenty-minute sitz-bath daily. 
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7/5/20:. Discharged, to return in a week or ten days for 
observation. Mass described above is very tender, making a 
rectal examination practically impossible. 

Histologic Examination.—Slides made from the tissue re- 
moved indicated neither syphilis nor tuberculosis. On the 
contrary, masses of rather large cells were found (Figs. 700, 701) 
which were arranged in groups throughout the slide, with masses 
of connective tissue between containing few nuclei. The cells 


Fig. 702.—Large bilateral inguinal lymph-glands. 


looked neoplastic, but the arrangement of the groups and the 
general character of the tissue made it seem likely that it was 
granulomatous. 

Third Admittance.—He returned in two weeks, presenting 
the following findings: Abdomen scaphoid, rather tense. No 
masses, no tenderness. Left inguinal glands somewhat tender, 
greatly enlarged, two glands, 4 by 2 cm., hard and firm, some- 
what tender; numerous smaller hard individual glands on right 
(Fig. 702). Knee-jerks sluggish; negative Babinski. The rec- 
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tum presents a mass about 3} cm. long by 15 cm. in diameter 
at lower left border of external sphincter (Fig. 703), firm, feels 
like cartilage. Just above this is a boggy bulging area about 
1 cm. in diameter, red, very tender, and to the left of it what 
appears like the opening of a sinus. 

9/14/20: Under local anesthesia the larger of the two glands 
in right inguinal region was removed. The section of this 
showed a grayish-yellow surface containing here and there 


Fig. 703.—Large nodular mass situated to the left of the anus. This is a 
small opening discharging a yellowish pus. 


yellowish areas. The slide shows definite malignancy (Figs. 
704, 705), of probably melanoblastic origin, from the chromaffin 
cells of the mucocutaneous margin of anus. 

The patient died four months later of progressive weakness. 

Comment.—The terminus is easy to understand, but the 
relation of the malignant stage to the conditions when he was 
first examined is not so clear. Melanoblastomas are painless 
throughout their course. A blood coagulum in a pile is very 
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painful. It is safe to assume that in the beginning it was a 
cutaneous hemorrhoid. Why the lesion did not heal when opened 


Fig. 704.—Slide from the inguinal lymph-gland. The typical nest formation 
characteristic of the melanofilastomas is shown. 


Fig. 705.—High power of the preceding. The large cells with ovoid cells 
and prominent nuclei can be seen. 


may be explained by the fact that there was an extension beyond 
the area drained. It was only after the excision of the mass 
because it was thought to be tubercular, that definite neoplastic 
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characters developed. Just what, why, and when the transition 
occurred cannot be stated. 

A very few, something like five or six, melanoblastomas, 
under the name of melanosarcomas or melanocarcinomas, 
have been reported in the literature. One of them, like this, 
seemed to have started in a cutaneous pile. In none of them 
was the course of the disease followed for so long a time. 

This serves once again, as a warning, not to be too sure in 


prognosis. A little innocent pile may cause one chagrin and 
humiliation. 





DESCENSUS AND DISPLACEMENT OF THE UTERUS IN 
A YOUNG WOMAN 


A woMAN aged twenty-four comes complaining of backache 
and irritation of the bladder. 

History.—She has always been healthy until the birth of 
her first and only child a year and a half ago. Since that time 
she has never been strong. The menses began the third month 
after childbirth and has been regular every twenty-eight days, 
without pain, and lasting four days. She had much backache 
from the beginning. Lately this has become much worse, and 
is aggravated by being on her feet, particularly during the few 
days preceding menstruation. Recently she has had irritation of 
the bladder after urinating, with a frequent desire to urinate. 

Examination.—The patient is well nourished, but has a 
tired look. General examination is negative. Urine 1010, 
acid, somewhat clouded, and contains many leukocytes There 
is a second degree laceration. The cervix is just without the 
introitus and points to the-meatus. It is not lacerated and not 
eroded. There is some sagging of the anterior vaginal wall. 
The fundus is in deep retroflexion, movable, somewhat tender. 
The left ovary is palpable and tender. 

Diagnosis.—The displacement of the uterus and the descensus 
explain her symptoms. The bladder symptoms obviously 
are due to the dragging on it by the displaced uterus. 

Treatment.—The disease being a mechanical proposition, 
the operation must be corrective. The round ligaments were 
shortened by the Coffey method. This brought the fundus 
forward, but vaginal examination, after the completion of the 
ligament shortening, showed the cervix low. There was but 
little sagging of the anterior vaginal wall, and a simple repair 
of the perineum would do no more than form a shelf on which 
the cervix might rest. A shortening of the broad ligament was 
therefore done by the following method: An incision was made 
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in front of the cervix and its anterior surface freed to just above 
the uterine arteries. The broad ligaments were then isolated 
by passing a blunt scissors under them (Fig. 706). Sutures 
were then passed through the ligaments close to the cervix, 
to prevent bleeding from the stump, and the ligament grasped 
with a forceps to prevent its retraction (Fig. 707). The ligament 
is then cut loose and freed for a distance of 13 inches (Fig. 708). 
The opposite ligament is then freed in like manner. Sutures 


™ 


Fig. 706.—The anterior surface of cervix has been freed and scissors passed. 
beneath the broad ligament. 


of No. 2 twenty-day chromic gut are then passed through the 
tip of one ligament and through the base of the other (Fig. 709). 
The ligatures are then tightened, pushing the cervix upward 
as the sutures are tied (Fig. 710). Closing the incision in the 
vaginal wall completes the operation. A repair of the perineal 
laceration completed the operation. 

After-course.—The patient recovered without disturbance 
and was freed from her complaints. 
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Fig. 707.—Hemostatic ligatures have been placed at the insertion of the liga- 
ment. The forceps prevent retraction after it has been severed. 


Surmere 


Fig. 708.—The ligament has been cut and is being freed from the surrounding 
tissues. 
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Fig. 709.—The ligatures are passed through the tip of one ligament and through 
the base of its fellow. 





Fig. 710.—The cervix is pushed upward and backward as the sutures are 
tied. 
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Comments.—In young women who are expected to bear 
more children this method restores the anatomic relation to the 
pelvic organs without interfering with future deliveries. It 
is more effective than the shortening of the so-called sacro- 
uterine ligaments, and is much more effective than shortening 
the round ligaments with perineal repair only. In none of the 
patients on whom this operation has been done has there been 
difficulties in subsequent labors. 

VOL. 3—95 
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TRAUMATIC ANEURYSM OF THE FIRST PART OF THE 
SUBCLAVIAN ARTERY. FAILURE OF CURE AFTER 
LIGATION OF THE INNOMINATE, VERTEBRAL, AND 
COMMON CAROTID ARTERIES 


MALE aged forty-three. An engineer came in because of a 
lump on his right shoulder and limitation of motion of right 
arm and hand and some stiffness. 

History (Dr. Carlisle)—December 25, 1921, while driving 
a car, patient was shot with a 38-caliber revolver. The bullet 
entered at the top of the sternum and ranged toward the right 
shoulder. The bullet was removed by a doctor from posterior 
surface of right shoulder. Following the shooting the right 
hand dropped from the steering wheel of car and patient was 
unable to move right arm or hand. The day following a mass 
appeared on the right shoulder. This mass at first was high 
on the shoulder near his neck, but seems to have moved down 
toward the shoulder. It has not increased in size. The mass 
seems to “beat with the heart.” At times patient thinks he 
can hear blood flowing through the mass. From the time of 
shooting the arm and hand have been useless. He can move 
the whole hand, but cannot bend the fingers. The hand and 
arm feel as if they were in a vise. The hand and arm get cold 
easily and feel stiff. The flesh does not seem sore, but the bones 
are sore. He feels fine otherwise. Appetite good, bowels reg- 
ular, and he is gaining in weight. 

Examination.—The patient is well nourished and well devel- 
oped. The skin is warm, moist, smooth, and elastic. No 
eruptions and no general adenopathy. The pupils are somewhat 
dilated, but equal, round, regular, and react normally. Nose 
and ears negative. The mucous membranes are of normal color. 
Several teeth missing; remaining are poorly preserved, practically 
all decayed. The tongue is heavily coated and the breath 
foul. Tonsils are small, embedded, and full of crypts. 
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There is a bilateral pulsation in neck, especially on the right 
side. Extending up on to the neck from the right supraclavic- 
ular fossa is an enlargement about the size of a small orange, 
(Figs. 711, 712). Pulsations of this area are synchronous with 
heart-beat. The mass is firm and smooth, firmly fixed, and 
somewhat tender on palpation. A definite thrill is felt all over 
the mass. On auscultation a loud blowing murmur is heard 
over the mass and down into the infraclavicular fossa and over 


oy 


Fig. 711.—Aneurysm of the first position of the subclavian artery before the 
first operation. 


the precordia. This murmur is synchronous with the systole 
of the heart. Just above the sternum almost in the midline 
there is a small scar. There is a healed incision just below the 
tip of acromion posteriorly. The chest is symmetric, expansion 
good; breath sounds vesicular, percussion note resonant. No 
rales. Respiration rate 20. Heart sounds somewhat obscured 
by a loud late systolic blowing murmur which is heard all over 
the precordia, but with maximum intensity over the mass in 
the neck. Heart sounds are regular and rhythmic. Rate 72. 
Blood-pressure 85/50. 
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No masses or tenderness in abdomen. Genitalia negative. 
Both extremities are negative except for some scars on left foot. 
The reflexes are normal. There is marked atrophy of entire 
right arm. Skin is glistening and muscles soft and flabby. 
The forearm and hand look like they had recently been on a flat 
posterior splint. The elbow can be flexed and extended but 


Fig. 712.—x-Ray taken before the final operation. (Taken with patient 
lying face down.) 


slightly, and there is partial flexion and extension at wrist, but 
practically no movement of the fingers. Nerve area not tested. 
Diagnosis.—Traumatic aneurysm of right subclavian artery; 
ischemic and disuse atrophy of right arm and hand. That 
there is an aneurysm is obvious from the physical examination, 
and that it is traumatic in origin is evidenced by the history. 
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Treatment.—Operation (11/24/22): Ether anesthesia. In- 
cision made along the right clavicle from midline outward. 
The sternocleidomastoid and other overlying muscles were 
incised. The sternocleidomastoid lay completely over the 
aneurysm, bisecting it. The sac was found to be much larger 
than was made out externally. The sac extended to within 
1 cm. of the origin of the carotid artery, leaving too small a 
space for the ligation of the subclavian artery. The innominate 
artery was therefore dissected free and was ligated with double 
linen thread just below the bifurcation. ‘The sheath was ligated 
together with the artery. Ligation caused the mass to cease 
pulsating. The incised muscles were closed. An iodoform 
gauze drain was putin. Closure of the skin with silkworm-gut. 

Comment.—The inclusion of the sheath of the artery in 
the ligature was made in order that there would be less likeli- 
hood of its cutting through. The recurrent laryngeal nerve was 
not identified, but care was taken to keep as close to the sheath 
as possible in order to avoid it. 

After-course.—There was no vomiting following operation. 
Some headache. The gauze drain was removed by Dr. Chesky 
on the second day. Temperature went to 101° F., pulse 80 the 
first day. The subsequent course was uneventful. 

12/24/22: The patient was dismissed. Wound well healed. 
No pulsations over the site of the aneurysm. Right arm and 
hand still numb at times, but, in general, is improved. No 
pulse made out in right arm. General condition markedly 
improved. Patient is to return for observation. 

Re-entry.—January 8, 1923 the patient returned for further 
observation. His condition, he states, has been good since 
leaving the hospital; has had very little trouble with the right 
arm. On January 4th he was seen by his home physician, and a 
pulsation at the site of the old aneurysm was noticed. 

At the site of the old aneurysmal sac there is a slight pulsa- 
tion. On auscultation a loud murmur is heard over this area 
and transmitted down over the whole precordia. The murmur 
is systolic in time. Old incision is well healed. Heart and 
lungs negative. 
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Diagnosis.—Essential aneurysm resulting through collateral 
circulation into old aneurysmal sac. 

Re-operation.— 1/13/23: Novocain anesthesia. Incision was 
made along the outer border of the right sternomastoid muscle. 
The common carotid and the vertebral arteries were ligated. 
The common carotid was ligated because it could not be told 


. 





Fig. 713.—x-Ray taken after last operation. (Taken with patient lying on 
his back.) 


with certainty whether or not it was contributing to the pulsa- 
tion. The vertebral was large and pulsated violently. A 
marked diminution in the pulsation in the old sac was noted, 
but it did not cease completely as after the first operation. A 
superficial gauze drain was put in. Closure with silkworm-gut. 

After-course.—1/14/23: Temperature 99.8° F., pulse 95. 
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Feels very comfortable. Coughing some and has some pain 
in neck. Throat very dry and cannot swallow well. 

1/16/23: Feeling some better the past two days. Wound 
dressed, gauze drain removed. Wound well healed. Subse- 
quent course uneventful. 

Dismissed 1/29/23. Still a visible pulsation in old aneu- 
rysmal sac. Ligation of the third portion of the subclavian 
artery was advised, but the patient was not willing to submit to 
further operative interference. 

6/16/23: The patient returned for observation. The aneu- 
rysm has increased slightly in size. There is a general improve- 
ment in all the functions of the arm and hand. The x-ray 
shows the aneurysm to be about the size of an egg (Fig. 713). 

Summary.—The complete collapse after the first operation 
led me to hope that the cure would be permanent. Its failure 
to completely collapse after the second operation made it ap- 
parent that the sac was receiving blood from another source and 
that further operation would be necessary. That the collateral 
circulation had been adequately restored was evident from the 
good pulsations of the radial and ulnar arteries. 


In view of the fact that the chief source of postoperative 
disaster has been in the cutting through of the ligature, I believe 
it is good judgment to include the sheath with the vessel. There 
is danger of including the recurrent nerve, but a paralyzed 
vocal cord is a small handicap to an individual whose disabilities 
require so formidable an operation as the ligation of the innom- 
inate artery. 





BILATERAL NEPHROLITHIASIS; OPERATION UNDER 
LOCAL ANESTHESIA 


Woman aged fifty-nine came to the hospital for the relief 
from kidney stones. 

History (W. W. Holley).—After the birth of her last child 
twelve years ago she was seized, eleven days after delivery, by 
a severe chill followed by nausea and vomiting. Following 
this she had a dull heavy pain, lasting five days, under her 
short ribs on the left side. She was free from pain then for 
six weeks, when the same symptoms were repeated. She had 
similar spells every month or two for six years. She went to 
Scotland, and after her return was free from trouble for three 
years. Three years ago she had renewed chills and nausea, 
lasting several hours. Following this she had mild attacks 
about every month. She consulted a distinguished urologist, 
who told her she had large stones in both kidneys, that the left 
kidney was abscessed, and that her condition was such that 
operation would be too dangerous. Since then her troubles 
have increased. There has been much pus in the urine and 
sometimes she has passed large amounts of cloudy urine, but 
there never has been suppression. She has lost some 30 to 40 
pounds in weight, but none lately. 

Examination.—Physical examination was negative except 
as follows: deep tenderness in right lower quadrant; reflexes 
hyperactive. The urine report showed variability, specific 
gravity 1002-1006. Albumin more than a trace. Red blood- 
cells numerous, acid, cloudy, many pus-cells. P.S. P. 12 per 
cent. for two hours. 

x-Ray showed large stones in both kidneys (Fig. 714, right 
kidney; plate of left kidney broken). 

Diagnosis.—Obviously stones in both kidneys present the 
lesion. The large amount of pus, the continued fever, together 
with the opinion of the urologist previously consulted, indicated a 
pyonephrosis as well. 
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Treatment.—Operation (11/1/20): Because of the opinion 
of the urologist that general anesthesia would be extra hazardous 
it was decided to operate under local anesthesia. One grain 
of codein was given as a preliminary hypnotic. Under novocain 
an incision 8 inches long was made below and parallel with the 
twelfth rib. The kidney was closely adherent to the surrounding 
tissues. No attempt was made, therefore, to free it. The lower 
end was freed and the lower medial border of the pelvis cleared 
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Fig. 714.—x-Ray of the right kidney. 


of the surrounding tissues. The pelvis was opened with an 
electrocautery. Much pus escaped and a number of stones were 
easily removed (Fig. 715). One being too large for the opening, 
the lower pole was incised to the depth of 1 inch, also with the 
cautery. All palpable stones were then removed. A rubber 
tube was passed into the opening in the pelvis and the wound 
closed about it. Gauze and a second tube were passed into 
the cavity below the pole of the kidney. 
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Subsequent Course.—11/2/20: Nausea and vomiting fol- 
lowed the operation; tongue dry; urinary output 3 ounces in 
first twenty-four hours; much pus. The temperature rose to 
104° F. and there was severe headache. After the removal of 
the gauze and rubber drain below the kidney much urine escaped 


Fig. 715.—Photograph of stones removed from right kidney; the remainder 
were crushed. (Compare Fig. 714.) 


from the drain in the kidney pelvis. Hot packs and hypoder- 
moclysis were used, 1000 c.c. t. i. d. 

11/10/20: Urine 1008, 12 ounces, much pus. Bloody urine 
escaping from drainage-tube. Drainage-tube removed (W. W. 
H.). 

11/17/20: Urine 17 ounces, much pus, some red blood-cells. 
Wound closing; still some drainage. 
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11/24/20: Urine 40 to 60 ounces in subsequent days. Spe- 
cific gravity 1008, much pus. 

12/9/20: Wound closed. Patient had a chill; temperature 
104.2° F., pulse 134, respiration 26. Wound opened. Much 
purulent urine escaped. Small drain inserted. 

12/23/20: Patient dismissed with small drain in wound. 
x-Ray showed that several small stones had been overlooked 
in the operation. 

Re-entry.— 6/9/21. 

History (J. D. McMillion).—Since the patient left the hospital 
she has improved a good deal, but still has much pain in the 
region of the left kidney. There is still a small sinus over the 
right kidney. She continues to have some fever and much 
pus in the urine. The x-ray shows large stones in the left 
kidney. P. S. P. first hour, 20 per cent.; second hour, 15 per 
cent. 

Operation.—Under local anesthesia an incision was made 
in the left loin; muscles severed and kidney capsule opened. 
The lower pole of the kidney was tilted upward so that the pelvis 
could be reached from below. The pelvis was as large as a 
small orange and very tense. When the pelvis was cut into with 
the cautery foul-smelling pus escaped from the wound. One 
large stone and three small ones were removed with some difficulty 
(Fig. 716). A number of smaller stones were crushed in the 
process of removal. After removal of the stones a large rubber 
drain was inserted into the pelvis of the kidney and four gauze 
packs into the upper and lower poles. The wound was then 
partly closed with catgut and silkworm-gut. 

Returned to room.in good condition. Proctoclysis started 
immediately. The immediate afternoon was much less stormy 
than after the first operation. The pulse ranged between 86 
and 100, the temperature ranged around 100° F. for the first 
week. 


6/14/21: Urine 7 ounces. Superficial packing removed 
from kidney wound (J. D. M.). Very little disturbance of 
pulse and temperature by the removal of the drain. 

6/16/21: Urine 26 ounces. Deep pack removed from kidney 
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today (J. D..M.). Some drainage afterward. Pulse ranges 
around 86 to 90, temperature has not been above 99.6° F. in 
past two days. 

6/17/21: Feels much better today. Not so much distention. 
Wound not paining much. Output of urine 40 ounces. Urine 
clearer. 

The next three days the amount of urine varied from 36 to 
39 ounces per day. 


Fig. 716.—Stones removed from the left kidney. 


6/26/21: Feeling good; appetite good. General condition 
good. Still a great deal of purulent drainage from wound. 

6/27/21: Sutures removed. Temperature and pulse normal. 

7/2/21: P.S. P. first hour, 15 per cent; second hour, 14 per 
cent. There is quite a bit of drainage from the left kidney. 
Wound healing nicely. No pain on either side. Drainage still 
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purulent on the left side. Appetite good. Feels fine. The 
large drainage-tube is to be removed today. Urine output 
varies from 36 to 52 ounces per day. 

7/6/21: Dismissed with small drainage-tube in left kidney 
region. Still quite a bit of drainage from this side. The small 
tube is still in the right kidney region. Many pus-cells in 
urine at time of discharge. General condition improved. Feels 
fine. x-Ray shows several small stones in the right kidney. 

Subsequent Course.—She gained 30 pounds in weight dur- 
ing the next six months. When last examined (6/22/23) her 
health was excellent. There was still pus in the urine and she 
had some bladder trouble, but the output was about normal. 

Comment.—Judging. from the reaction following the first 
operation, a more extended operation would have been exceed- 
ingly hazardous. Her health improved after the first operation 
and the urinary output increased. There was but little reaction 
following the second operation. Fear of extending the operation 
over too long a period of time resulted in overlooking several 
small stones in the first operation. In her present condition if 
these stones cause any trouble I shall not hesitate to do the reg- 
ular operation. 

The essential feature in doing the operation above described 
is to get the wound long enough and somewhat lower than the 
usual incision, so that the lower pole can be more easily reached. 

Operating on the kidney without disturbing its location I 
have found very useful in other conditions, notably, in tuber- 
culosis. In this affection the kidney is not disturbed other than 
to expose its outer border. The kidney is laid open with the 
cautery and the tubercular area thoroughly destroyed and the 
wound in the kidney then packed with iodoform gauze. In this 
way advanced cases can be operated on when the regular opera- 
tion would be out of the question. 
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Bett MemoriAL Hospitat, UNIVERSITY OF KANSAS 


A CASE OF LIPOMA MYXOMATODES 


Tus patient has presented himself for amputation for a 
rather unusual tumor arising in the region of the left popliteal 
space. He is a coal-miner, thirty-one years of age. He entered 
this hospital January 19, 1923 complaining of stiffness, pain 
and swelling of the left knee and thigh. 

In May, 1916, while working in a mine, he strained his 
left leg, which prevented work for two weeks. About three 
weeks after the injury he noticed a small mass posterior to the 
knee. This was incised by the mine physician on two different 
occasions, but no pus obtained. About eight months after the 
injury his physician began treatment with Coley’s serum, which 
was continued daily for three and a half months, causing at 
times severe chills and febrile reactions, and resulting in marked 
loss of weight. 

In July, 1917, while the patient was in this hospital, I re- 
moved a tumor from the left popliteal space which measured 
8 X10 X 12cm. It wasentirely encapsulated and only adherent 
to the skin at the sites of former incisions and serum injections 
and to the periosteum of the posterior surface of the lower femur 
over an area 4 X 5cm. Dr. R.H. Major, who was Professor of 
Pathology at that time, made a diagnosis of lipoma myxomatodes. 

About one year after this mass was removed another re- 
appeared in the same location, which, when first noticed, was 
the size of the end of the patient’s thumb. For four years it 
grew very little. A year ago the tumor began to enlarge rapidly, 
until now it is larger than the first growth. 

Three weeks ago the patient received a lacerated wound 
of the left leg just above the ankle, which really caused his en- 
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trance to the hospital at this time. He had made up his mind 
before entering that it would be necessary to amputate above 
the knee to remove the tumor. 

Examination at this time shows a mass involving the left 
popliteal space and surrounding region. It is apparently com- 
posed of three or four parts, the largest of which is 10 X 12 cm. 
in diameter. A broad scar covers the tumor. The consistency 
is rather soft and elastic. Two or more of the masses are ad- 
herent to the old scar, and the entire growth seems to be deeply 
attached to the lower end of the femur, although it is fairly 
freely movable. There is a laceration 8 cm. long over the lower 


Fig. 717.—Lateral view of tumor arising from popliteal space. 


third of the tibia which does not concern us today. The x-ray, 
which is here exhibited, shows that there is no evident disease of 
the bone. In the midst of the tumor mass there is an area about 
6 cm. in diameter of less density than the surrounding tissue, 
which suggests gas or air in the tissues. 

Because of the nature of the tumor and because it has re- 
curred and now involves so much tissue, it is thought best to 
amputate through the thigh. 

We are making long anterior and short posterior skin and 
deep fascia flaps preparatory to section of the femur in the 
upper portion of the middle third. The long anterior flap is 
made to piace the scar posterior where it will be least likely 
to be chafed by the wearing of an artificial limb. The muscles 
are divided in a circular fashion about 7 or 8 cm. below the 
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point at which the bone is to be severed, so that they may be 
grouped about the bone and not permitted to retract, leaving 
the bone protruding beneath the skin and fascia. The perios- 
teum is ringed around with the knife and removed downward 
for a short distance with the curet. The bone is sawed through 
1 cm. distal to the point of removal of the periosteum, leaving 
the bone end free of covering after the aperiosteal method of 
Bunge. We draw the nerves down carefully, push the tissues 
upward from around them, and inject with 95 per cent. alcohol 


Fig. 718.—Lateral view of tumor with soft parts dissected away. 


just above the point where they are to be severed. The alcohol 
injection method has been advocated by Huber and Lewis as the 
best means of preventing the formation of tender neuromata. 
All bleeding points are carefully ligated. To group this large 
mass of thigh muscles about the bone we pass a purse-string 
suture of heavy chromic gut about their ends and draw them 
together. This, as usual, does not entirely complete the job, 
so additional sutures are placed to better group the muscle ends 
about the bone. Whenever possible the strong intermuscular 
VOL. 3—96 
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fascia is used for suturing. You can now see that a muscle- 
flap has not been made, but all of the thigh muscles have been 
grouped and puckered about the bone end. It is hoped that 
this method will give the muscles a new insertion to the end of 
the bone to prevent its protrusion and increase the function of 
the thigh. The deep fascia has been included in the skin-flaps. 
This is sutured in a few places with chromic gut and the skin 
closed with interrupted silkworm-gut. A small rubber tube 
drain is placed near each end of the incision between stitches. 
Drains placed between stitches cause less puckering of the wound 
after healing than drains at the wound angles. A firm dressing, 
not too voluminous, is applied. 

A report on the pathologist’s findings will be made at a later 
clinic. 

Discussion.—In 1857 Virchow first described tumors con- 
taining both fat and myxomatous material. He called them 
“myxoma lipomatodes.”’ Following this others described similar 
tumors under such terms as “gelatinous and myxosarcoma,”’ 
“lipoma gelatinosum or mucous tissue fat tumors,” “myxo- 
lipomatodes” and “lipomyxoma.” In 1865 Virchow reported 
a tumor of the thigh which he called ‘myxoma lipomatodes 
malignum.” Later “lipoma myxomatodes telangiectatum” and 
“myxolipoma sarcomatosum telangiectodes”’ were terms applied 
to similar tumors. 

Since Virchow’s description 51 cases of this type of tumor 
have been described. These have been collected and tabulated 
in an excellent article by H. E. Robertson, published in 1916 
in the Journal of Medical Research. These all conformed in 
essential respects to the early description of Virchow. The 
principal characteristics are as follows: 

Slow growth (four months to seventy-two years). 
Tendency to benignity. 

Symptoms usually due to pressure or weight. 

Most common between thirty and sixty years of age. 
Occasionally sarcomatous. 

Usually single. 

May reach great size, weighing as much as 50 to 60 pounds. 
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Develop most frequently in intermuscular fascias of lower 
limbs and in retroperitoneal space. 

Consistency varies from dense fibrous tissues to soft jelly- 
like masses. 

Usually globular in form, with tendency to encapsulation. 

The color is grayish white and yellow, with brownish and 
reddish areas. 

On section, lipomatous, gelatinous, fibrous, and at times 
whitish friable brain-like tissue are present. 

The following is the pathologic report made by Dr. H. R. 
Wahl: 

Gross Pathology.—On the posterior and outer surface of 
the knee there is an oval, somewhat lobulated mass projecting 
above the surface of the skin about 4 cm. and measuring 11} 
cm. in length and 10 cm. in width. ‘The circumference of the 
knee through the patella is 55cm. At the junction of the middle 
and upper thirds of this mass and on its posterior surface there 
is an irregular poorly defined star-shaped scar measuring approx- 
imately 4 cm. in diameter. Beneath the scar the skin is not 
adherent to the mass, which seems to extend forward and upward 
a considerable distance between the muscles. 

On removal of the skin and the muscles the mass is made up 
of a large number of irregular but well encapsulated lobules 
measuring from 1 to 9 cm. in diameter, separated by bands of 
fibrous ‘tissue. These various lobules seem to penetrate be- 
tween individual muscle-fibers. The tumor is well encapsulated 
in every place. The entire mass is rather soft, but is firmly 
attached to the periosteum on the under surface of the distal 
end of the femur. This lobulated mass measures 29 X 13 X 11 
cm. Most of the lobules have a smooth outer surface, some are 
rather pale yellow in color and resemble lipomatous lobules, 
though in some places there are irregular patches of red or dark 
blue suggesting old hemorrhage. On palpation the lobules are 
rather soft and boggy in consistency and apparently of a semi- 
fluid nature. On section, they cut very readily and the cut 
surface has in most places a homogeneous appearance. They 
vary, however, in different areas. In some they have a translu- 
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cent, gray, jelly-like consistency, and in other places they have a 
rather pale yellow color and resemble a section through butter. 


Fig. 720.—Myxomatous tissue containing embryonic fat cells and large 
spaces filled with mucoid material. 


Some areas resemble a section through the gray matter of the 
brain, others the white matter. Small hemorrhages may be 
seen throughout the cut surface of the jelly-like areas which are 
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fairly firm and rubbery in consistency, the outer surface only 
presenting a gelatinous appearance. Some of these lobules 


Fig. 721—Myxomatous tissue containing numerous embryonic fat cells 
showing a finely vacuolated cytoplasm resembling the so-called ‘foam cells.”’ 


have a definite edematous appearance. However, on pressure 
upon the cut surface very little fluid can be expressed, and this 
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Fig. 722.—Myxomatous tissue showing abundant embryonic fat. 


has a greasy feel. Poorly defined streaks of small opaque white 
tissue may be seen extending throughout the gelatinous tissue. 
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There are some foci of dense fibrous tissue and small areas of 
cartilaginous tissue. 








Fig. 723.—Medullary tissue resembling the supporting structure of the gray 
matter of cerebral cortex. It contains many newly formed capillaries. 


Histologic Pathology.—The microscopic picture in various 
portions of the tumor presents marked variations. Most of 








Fig. 724.—Fat and medullary tissue. The latter is apparently a transforma- 
tion of a myxomatous character. 










the areas that appear like fat in the gross are not normal fat, 
but rather represent masses of incompletely developed fat cells 
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in which the fat is present in numerous small droplets instead of 
one large globule. There are all gradations between the fairly 
mature fat cell and the embryonic type of fat tissue. These 
various gradations may be seen even in a single section. In 
many of the foci the cells are made up not of embryonic fat 
cells, but of large pale so-called “foam” cells, in which the 
cytoplasm is composed of numerous very small vacuoles uni- 
form in size and a nucleus often pushed to one side, presenting 
a picture that is typically found in the xanthoma. These 
xanthomatous areas are very striking. In other foci the tissue 
has a very peculiar appearance. It suggests, under low power, 
neurogliar tissue. However, on high-power examination the 
nuclei are found embedded in a fibrillar syncytium in which 
there are scattered large typical xanthoma cells. This tissue 
is quite vascular. Hemorrhages are frequently present. Myxo- 
matous tissue is abundant. In other areas there are all grada- 
tions, from loose fibrillar myxomatous tissue to small foci of 
cartilage. In some areas there are clusters of large rounded or 
irregular cells containing brown pigment granules. They are 
only scattered here and there and do not suggest a neoplastic 
growth. 

In other foci there are large irregular but fairly sharply 
defined spaces separated from each other by strands of embryonic 
fat or xanthoma-like tissue. These spaces contain a mucoid 
substance. Some of the spaces are lined by flattened endothelial 
cells, suggesting dilated lymph-vessels. In most of these, how- 
ever, no living cells could be recognized. The tissue between 
some of the spaces is frequently quite cellular, suggesting a 
sarcomatous growth. Most of these cells tend to be elongated or 
spindle shaped. No mitotic figures were found. 

The periphery of most of the tumor nodules shows complete 
encapsulation. There is relatively little inflammatory reaction. 
There is, however, considerable hemorrhage present in different 
sections. Furthermore, there are some definite areas of necrosis 
particularly in the neighborhood of the hemorrhages. A few foci 
of lymphoid cells may be seen about some of the thin-walled 
blood spaces. 
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Microchemical Note.—Study of various areas by micro- 
chemical methods, such as polarized light, sudan III, and Nile- 
blue sulphate, indicates that much of the tissue, particularly 
the lipomatous areas, is composed of neutral fat present as single 
large globules and small fine droplets both within and without 
the cells. In some areas, particularly the medullary and xantho- 
matous portions, where the ‘“‘foam” cells are abundant, choles- 
terin compounds evidently predominate. There is no evidence 
of the presence of fatty acids, lecithin, or phosphatids. 

Diagnosis.—Lipoma myxomatodes. 

















APPENDECTOMY WITH LOCAL ANESTHESIA 


THIS case is presented as an interval appendectomy to be 
done with local anesthesia. 

The patient is a nurse in training who was admitted to this 
hospital July 22, 1921, with a history of six attacks of appendici- 
tis. Four years ago she had the first trouble, the symptoms of 
which correspond to a moderately severe acute appendicitis. 
Since then at five different times she has had similar attacks. 
There has been an almost constant tenderness during this time 
over the cecal region and there is some tenderness today on deep 
palpation. There is no other indication of disease. 

She has elected to have her appendix removed with local 
anesthesia during an interval between attacks. 

The skin is first infiltrated with novocain solution from the 
level of the umbilicus downward about 8 to 10 cm. internal 
to the semilunar line. The skin incision is made and the ab- 
dominal wall infiltrated through this incision. The subcuta- 
neous tissues are first injected around the entire wound. The 
most important trunks of the sensory nerves lie beneath the 
deep fascia, and the infiltrating needle is thrust through the 
deep fascia and a small quantity of the solution injected around 
the wound in a systematic manner. Injections are then made 
in the midline down through the rectus muscle to and into the 
posterior sheath of the rectus. After the lapse of a few moments 
the rectus fascia is incised and the rectus muscle retracted medi- 
ally from the gutter between its sheaths after the method of 
Battle. During this process one or more nerves with accompany- 
ing artery and vein will be exposed passing beneath the rectus. 
These can usually be retracted up or down to avoid cutting. If 
anesthesia is not complete, a few injections may be made along 
the deep portion of the fascial gutter. The peritoneum is then 
opened for a distance of about 5 to 6 cm., lifted with forceps, 
and a circular injection made with a small quantity of the solu- 
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tion from the peritoneal side just beneath the peritoneum. This 
injection is made to avoid pain that might be produced by trac- 
tion on the peritoneum about the opening. 

The cecum is found and carefully lifted with as little traction 
as possible. You will notice that it is rolled up with smooth 
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Fig. 725.—Showing infiltration of the skin for Battle incision. 


forceps rather than really lifted: As soon as the appendix is 
found it is fixed at the base with a clamp and the meso-appendix 
infiltrated with the anesthetic solution. It is then removed by 
the ordinary method of ligating the meso-appendix and inverting 
the stump. The patient has complained of some colicky pains 
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referred to the epigastrium, but these have not been severe. 
Care should be used in making traction on the abdominal wall 
or viscera. I have had patients complain of pain when a retractor 
was introduced into the wound, the blade of which made pressure 





Fig. 726.—Infiltration of the subcutaneous tissues. 


upon the parietal peritoneum beyond the infiltrated area. This 
should be carefully watched. 

The wound is closed with plain gut in the posterior peritoneo- 
fascial layer, placing serous surface of the peritoneum to serous 
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surface. The muscle is then replaced in the gutter with three 
or four interrupted plain gut stitches tied without tension on 
the muscle tissue. The fascia over the muscle is closed with 





Fig. 727.—Infiltration beneath the deep fascia and through the muscle to 
peritoneum. 


continuous No. 2 chromic gut, the superficial fascia with plain 
gut, and the skin with silk. 

Discussion.—The technic of appendectomy with local 
anesthesia should be familiar to every surgeon. One frequently 
finds it indicated. It may be used in a large percentage of 
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interval appendectomies as a matter of choice either of the pa- 
tient or surgeon. The simple procedure used today has proved 
very satisfactory. We have used it very extensively in the 
case of soldiers who have lung disease, either tuberculosis or 
following gas inhalation in France. 





Fig. 728.—Rectus muscle retracted toward midline. Anesthetic is at times 
necessary along the fascial gutter. 


The anesthetic used is } per cent. novocain with 1 drop of 
adrenalin solution to 5 c.c. of the novocain solution. This gives 
complete anesthesia and can be used in comparatively large 
quantities if necessary. The quantity we use varies from 30 to 
50 c.c. 


Pain is rarely severe. Some of the patients complain of 
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colicky pain which radiates to the epigastrium similar to a be- 
ginning attack of acute appendicitis. Traction on the gut and 
its mesentery is avoided as much as possible. As soon as the ab- 
domen is opened the cecum is gently grasped either with gauze 
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Fig. 729.—Infiltration of the peritoneum around the opening with small 
quantities introduced from the peritoneal surface. 


or sponge forceps, and rolled up rather than pulled up into the 
wound. This will usually expose the base of the appendix and 
often the tip. Before ligating the meso-appendix it is carefully 
infiltrated with the anesthetic. If thought necessary, some of 
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the anesthetic solution may be injected into the parietal attach- 
ments of the cecum to block its nerve supply. 

Traction on the abdominal wall should be reduced to a mini- 
mum, and all the tissues should be handled with extreme care. 
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Fig. 730.—Cecum and appendix exposed showing sites for infiltration. 


Careful hemostasis is important after the use of adrenalin. 
Wounds such as these appear to heal just as well and as promptly 
as those done under general anesthesia. 

Patients are almost universally pleased after the operation. 
Nausea, vomiting, abdominal distention, gas-pains, and thirst 
are reduced. The patient is usually very comfortable the day 
following operation. 











ELEPHANTIASIS NOSTRAS OF THE GENITALIA. REPORT 
OF A CASE AND AN OPERATIVE TECHNIC 


Tue case for presentation today had an amputation of the 
scrotum three weeks ago for elephantiasis. The history is as 
follows: The patient, a mulatto thirty-one years of age, was 
admitted to the Bell Memorial Hospital April 12, 1921, complain- 
ing of difficulty of urination, loss of sexual function, and swelling 
of the scrotum and penis. 

About fourteen years ago he had gonorrhea and double 
bubo. Thirteen years ago he began to have symptoms of a 
stricture, and was treated with sounds. 

He dates the onset of this trouble from an injury received 
to the scrotum by a machine-gun tripod while in France in 1917. 
At that time the injury was not severe and he did not discontinue 
work. Two months later he noticed that the scrotum began to 
enlarge. This has steadily increased in size up to the present 
time. Four years ago he noticed that the old stricture was again 
closing. One year previous to admission to the hospital he devel- 
oped an abscess in the perineum, which opened and discharged 
foul-smelling pus. Since that time he has passed some urine 
through this opening. There is at present a loss of sexual func- 
tion, the weight and size of the penis forbidding erection. 

The examination on admission showed that his general 
physical condition was good except that he appeared slightly 
anemic. There was a marked enlargement of both the scrotum 
and penis. The pores of the skin covering the scrotum stood 
out prominently and there was some irregularity in the skin 
surface. ‘There were three open fistulz on the posterior surface 
of the mass. On palpation the scrotal tissue was firm and had a 
brawny feel. The distal portion of the penis also showed this 
brawny swelling, but at its base the skin and subcutaneous tissues 
were softer and more or less resembled ordinary edema. ‘The 
scrotum measured 28 inches at its greatest circumference. When 
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the patient was standing the lower portion of the scrotum and 
penis measured respectively 12 and 11 inches below the symphy- 


Fig. 731.—Elephantiasis of penis and scrotum. 


sis. The greatest circumference of the penis was 7 inches. The 
testicles could not be felt. On each side of the scrotum just be- 


Fig. 732.—Elephantiasis of scrotum—rear view. 


low the pubes were areas which fluctuated, suggesting fluid. In 
each inguinal region there was a definite scar of the former bubos. 
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The Wassermann was 2 plus. The urine was negative except for 
a few pus-cells. The hemoglobin was 60 per cent. Examination 
for filaria at night was negative. Operation was advised and 
accepted. 

On May 5, 1921, under ether anesthesia, the scrotum was 
amputated. A tourniquet of rubber tubing was placed about 
the base of the scrotum and held in place by safety-pins through 
the tube and skin. Three urinary fistule were encountered in 
the mass, all leading to the region of the bulbous urethra. Both 
testicles were found in normal position in each side of the upper 


Fig. 733.—Appearance four weeks after second operation. 


scrotum and were normal in size. They were pushed upward 
from the wound and the tunica was not opened. When the in- 
cision was made through the skin of the scrotum there was an 
abundant flow of lymph. All the diseased tissues could not be 
removed, but a gréat portion of the mass with the exception of 
that about the base of the penis and perineum was amputated. 
No operation was done on the penis. The wound was closed with 
rubber tube drainage. A slight infection in one end of the wound 
occurred, but cleared up very promptly. In three weeks the 
wound was entirely healed except a sinus at the site of the drain- 
age-tube. Dr. H. R. Wahl examined the tissue removed, which 
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weighed 4600 grams. His pathologic diagnosis was “elephanti- 
asis of the scrotum with chronic sinuses.”’ 

Three weeks have passed since the scrotum was amputated. 
During this time we have endeavored to work out an applica- 
tion in this case for the Kondoleon principle of an anastomosis 
between the deep and superficial lymphatics. It is evident that 
the glans and body of the penis, testicles, and cords are not in- 
volved in the process. In studying the anatomy of this region 


Fig. 734.—Glands and lymph-vessels of the inguinal region. Shows super- 
ficial lymphatics of scrotum and penis draining into glands. (After Sappey.) 


I find that these structures are drained entirely by the deep 
lymphatics, and that here apparently the superficial lymphatics 
only are involved. With this in mind, an operation was planned 
by which the testicles and cords are to be transplanted beneath 
the skin and superficial fascia, with the hope that such a procedure 
will promote drainage of the lymphatics of the penis and the 
remaining base of the scrotum. 

We sha!! make an incision as for the ordinary inguinal hernia. 
The external oblique is divided to a point external to the internal 
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ring and the cord lifted. To strengthen the abdominal wall 
the internal oblique is sutured to Poupart’s ligament as in the 
ordinary hernia operation. The testicle is drawn up into the 
incision. The tunica vaginalis is opened, turned inside out, and 
sutured behind the cord and upper epididymis. This is then re- 
placed with the testicle against the subcutaneous tissues of the 
upper scrotum. A stitch is placed in the external oblique be- 
neath the cord. The cord and testicle then both lie beneath the 


Fig. 735.—Lymphatics of glans penis drain into deep glands along the iliac 
vessels. (After Cunéo and Marcille.) 


skin and superficial fascia, which is now closed over them. ‘The 
skin is sutured with continuous silk. You can see that there is 
some possibility here of an anastomosis between the deep and 
superficial lymphatics. The deep lymphatics drain the testicles 
and cord, and the superficial lymphatics drain the skin. 

On the right side the same procedure is carried out. 

It is planned to do a circumcision under a local anesthetic 
at some future time, as soon as the maximum shrinkage of the 
tissues has taken place. 
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Discussion.—The elephantiasis in this case has evidently 
been produced by the double bubos, stricture, and the accom- 
panying inflammation. Filariasis, the common etiologic factor 
in tropical countries, is not necessary for the development of this 
disease. Any obstruction to the lymphatics with resulting 


Fig. 736.—Lymphatics and penile and membranous portions of the urethra 
drain into deep iliac glands. (After Cunéo and Marcille.) 


~lymph edema and inflammation may be the cause. It is more 
common in the males of the negro race. 

It may affect the leg, arm, genitalia, breast, lip, face, or 
scalp. It is most common in the leg, examples of which are not 
uncommon. 

The pathology is characterized by a chronic inflammatory 
fibromatosis or hypertrophy of the hypodermal or dermal con- 
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nective tissues. There is a brawny induration of the skin. On 
section, there appears a lymphangiectasis, hemangiectasis, hy- 
perplasia of the connective tissue, and chronic edema. When 
the tissue is cut there is usually an abundant flow of lymph. 
Bleeding may also be profuse due to dilatation of the veins. 

The treatment up to the present time for this condition has 
been amputation of the scrotum and, if necessary, a plastic opera- 
tion upon the penis. 


Fig. 737.—The lymphatics of the testicle, epididymis, and visceral 
layer of the tunica vaginalis pass along the spermatic cord and drain into 
the glands of the lumbar region. (After Poirier, Cunéo, and Delamere.) 


Summary.—This seems to be very definitely a case of sporadic 
elephantiasis of the scrotum and penis due to infection of the in- 
guinal glands and peri-urethral infection following stricture. 

The treatment of these cases is always surgical. This has 
been abundantly proved in the past. 

The operative technic first used in this case was to remove 
as much of the diseased tissue as possible. The second opera- 
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tion was designed to drain the diseased area and prevent re- 
currence by removing the barrier between the superficial and deep 
lymphatics. This method was suggested to me by the Kondoleon 
operation for elephantiasis of the arm and leg, which is founded 
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Fig. 738.—Sketch showing the cord and testicle transplanted beneath 
the skin and superficial fascia. The tunica vaginalis has been opened and 
stitched posterior to cord. 


upon the principle of an anastomosis between the superficial and 
deep lymphatics, thus draining the former and reducing the 
lymph obstruction. 

I offer this operative technic as a suggestion only, because 
it has been used in but this one case as far as 1 am able to learn. 
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Judging from the results reported from the Kondoleon operation 
benefit from this method may be reasonably expected. 

Later Notes.—The wounds of the second operation healed 
per primam. After the first operation there appeared to be some 
diminution in the size of the penis at its base. This was very 
definitely true four weeks after the second operation. At this 
time all of the tissues had sufficiently softened to feel the location 
of the glans above the prepuce. The corpora could be definitely 
outlined. The patient notified me that erections were now possi- 
ble, which were not possible before. 

In August, 1922, more than a year after the operation, the 
patient was seen and examined. His condition had so far im- 
proved that he did not care to return for further surgery. There 
was still some enlargement of the skin and subcutaneous tissues 
of the penis, which was more marked after standing during the 
day. - The foreskin could be retracted from the glans with ease. 
He was at that time in possession of full sexual power and func- 
tion and considered circumcision unnecessary 














CLINIC OF DRS. W. J. FRICK AND 
R. D. IRLAND 


RESEARCH HosPITAL 


VON RECKLINGHAUSEN’S DISEASE 


Tuis is a startling case (Fig. 739). It fastens itself on one’s 
attention at a glance. Before it came to us neither of us had 








Fig. 739.—Von Recklinghausen’s disease. 


seen anything like it. The patient, a woman fifty-nine years 
old, single, has a strong strain of Indian ancestry, is small, slender, 
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uneducated, but intelligent. Feels well, but is annoyed by the 
growing mass at the base of her neck; there is no pain, and the 
mass is not tender; it has been growing rapidly for the last month 
or two, and is beginning to prevent lateral flexion of the neck 
toward the left; there is no respiratory difficulty or cardiac dis- 
turbance; digestion and appetite are good. The nodules in 
the skin have been increasing in number, not so much in size, for 
many years. There have been no menstrual disorders; an un- 
eventful menopause occurred ten years ago. There has been 
no illness except measles and whooping-cough early in life. 

Physical Examination.—Heart negative; lungs negative to 
percussion, auscultation, and palpation, but the x-ray shows them 
both studded with shot-like nodules which throw dense shadows. 
The skin over the entire body and the extremities shows numerous 
patches of brownish discoloration over rounded cutaneous or 
subcutaneous tumors which feel like fibrous tissue, are freely 
movable, and which vary in size from that of a grain of wheat to 
that of a flattened marble. There is no regularity of distribution 
of the tumors. At the left side of the base of the neck there is a 
hard tumor the size of an ostrich egg which seems mobile enough 
to permit of its removal. From this mass long folds of what 
feels like fibrous tissue covered with coarse pigmented skin fall 
in festoons, the longest of which reach below the waist line. 

Comment During Operation.—The incision for the removal 
of the mass is rather more awkward than difficult to make. It 
must be carried through the skin and subcutaneous tissues to the 
large mobile mass which we hope will peel out easily. Unfor- 
tunately, it does not peel out easily, and in digging it out we have 
torn through what looks like a capsule, and the tissue of which 
the tumor is composed looks like sarcoma. We now attend 
carefully to hemostasis and close the wound with interrupted 
sutures of fine catgut. For purposes of examination we shall 
now excise several of these skin nodules from the thigh, closing 
wounds with catgut sutures. 


Note.—Microscopic examination of the tissue removed shows that the 
neck tumor is a spindle-cell sarcoma. The skin tumors show nothing but 
fibrous tissue. 
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This patient must be given x-ray treatment to supplement 
this operation, for it is not conceivable that we have removed all 
the tumor, which is undoubtedly malignant in character. 

In reading the literature on this case we find that the con- 
dition while uncommon is not rare, and is variously spoken of 
as multiple neurofibromatosis, multiple neuroma, elephantiasis 
nervorum, and fibroma molluscum. Adrian in 1903 collected 
407 cases, and Preiser and Davenport in 1918 state that the 
disease occurs once in 2000 cases. Von Recklinghausen noted 
the frequent association of multiple neuromas with cutaneous 
fibromas, and in his paper published in 1882 he clearly defined 
the relationship between various manifestations of the disease 
which has since quite properly borne his name. 

Concerning the pathology of the tumors, the thing which 
seems most definitely established is that they grow from the 
nerve connective-tissue epineurium, endoneurium, or perineu- 
rium. Osler says that they grow from the sheath of Schwann. 
Trimble is inclined to believe that the tumors are properly classi- 
fied with the teratomata. In his report of a ventral tumor of 
the sacrum he has this to say: “Very early in embryonal life 
the primitive gut and the neural canal are continuous at about the 
caudal end of the notochord through the medium of the neuren- 
teric canal. On one side of this canal and continuous with it 
are the entodermal cells, from which are developed the foregut, 
kidneys, ureter, bladder, etc., and on the other side are the 
ectodermal cells from which are developed the spinal cord, brain, 
and nerves. Directly associated with these two groups of cells 
is a third group, the mesodermal cells, from which are developed 
the muscles, bones, blood-vessels, and connective tissues. From 
these three groups of cells differentiated only by individual poten- 
tialities are rapidly outlined the various tissues and organs of 
the body.”’ He believes that these tumors may be cut-offs from 
these cell masses about the neurenteric canal, and that they may 
produce any type or combination of types of the body tissues; 
and further, that nerve elements in the tumors described are not 
essential to their classification as Von Recklinghausen’s disease. 

Helmholz and Cushing in their article published in the Amer. 
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Jour. of Med. Sci., 1906, vol. 132, p. 355, report and picture a 
number of cases, all of which have tumors chiefly involving the 
scalp or face. In their own cases they have demonstrated 
degenerating neurofibrils. Others have demonstrated ganglion 
cells in these tumors. In many reported cases, including our 
own, only fibrous tissue has been found. Besides these tumors 
of the skin and subcutaneous tissue we find the bones are some- 
times affected, the condition being known as osteitis fibrosa 
cystica. The tumors usually are benign, but a tendency to 
undergo sarcomatous change, as in our own case, has been re- 
ported. We have found in the literature no observation of 
nodules in the lungs, though fibrous tumors in the walls of the 
intestine and stomach have been reported in one case in which an 
autopsy was done. We are inclined to consider them as tumors 
similar to the skin nodules, though it is possible they are metas- 
tatic sarcomata. The nodules rarely occur on the soles or palms, 
but Anderson in the Jour. Amer. Med. Assoc., 1920, vol. 74, 
p. 1018, pictures a case with tumors on the left sole. Pigmenta- 
tion of the skin over the tumors is common. Cystic, fatty, and 
myxomatous degeneration was reported by Von Recklinghausen. 

Concerning the etiology little is definitely known. The 
French and Italians have tried to connect it with endocrine 
dysfunction, but one should be wary of pitfalls along this route. 
The few things we do know are: First, that the disease always 
dates from early childhood. Feindel says it is “always con- 
genital, sometimes hereditary, often familial.’ Second, that 
it is about equally frequent among males and females. Third, 
that the familial tendency is marked. Fourth, that it is un- 
common in negroes. Preiser and Davenport, in their paper re- 
ferred to before (Amer. Jour. Med. Sci., 1918, vol. 156, p. 507), 
present in an excellent fashion the familial occurrence of-many 
cases. The influence of toxins and traumatism in determining 
the tumors is noted by many. Typhoid fever, diphtheria, pneu- 
monia, arsenical poisoning, lead-poisoning, puberty, and preg- 
nancy have preceded the appearance of the first tumors or a 
sudden growth of tumors that have previously existed. 

The symptomatology of the disease is varied. Almost any 
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sort of psychic, nervous or trophic disorders, general depression, 
neurasthenia, muscular contraction, pain which may be intense 
and radiate along the distribution of the nerve trunks involved, 
scoliosis, or sexual impotence, may be present. 

Later Notes on This Case.—The tumor on the neck recurred 
and was again removed March 28, 1922. The wound was left 
wide open so as to give the x-ray a better chance at penetration. 
May 18th she returned with another recurrence larger than the 
last. The patient became progressively weaker and died June 
30, 1922. No autopsy was permitted. The accompanying 
picture (Fig. 739) imperfectly shows the gross appearance of the 
tumor. 
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GASTRIC AND INTESTINAL BLEEDING IN CHRONIC 
APPENDIX AND GALL-BLADDER DISEASE 


In this case we have a manifestation that is uncommon 
though not rare. Bleeding in the gastro-intestinal tract as an 
accompaniment of disease of the appendix and the gall-bladder 
has been reported many times in the literature of America, Eng- 
land, France, Austria, Germany, and Italy. The total number 
of reported cases, however, is small enough as to make any new 
case worthy of note. 

This patient, referred to us by Dr. Milne, was first seen by 
us three days ago after a very thorough analysis of her case by 
Dr. Milne. She complains of pain and tenderness in her right 
abdomen and gives the following clear history: Her mother and 
certain others of her family have had liver trouble with jaundice. 
Her own illnesses, aside from her present trouble, include scarlet 
fever at ten years, a severe case of “‘flu” followed by pneumonia 
three years ago, frequent attacks of tonsillitis until two years 
ago, when tonsils were removed. Her menstrual history is un- 
interesting. She has had 7 pregnancies, 4 of which miscarried 
at about two months, reasons not known. Otherwise the ob- 
stetric history is negative except for erysipelas following the 
birth of her second child. 

The story of her present illness goes back thirty-six years, 
when she was ten years old, and when she had an attack of scarlet 
fever, after which she was never so strong as she had been. She 
definitely remembers an attack of epigastric pain with nausea and 
vomiting when she was fifteen years old. From that time until 
now she has had a great deal of digestive trouble—pain, nausea, 
and vomiting. At eighteen years of age there was a profuse 
gastric hemorrhage following one of these attacks. The same 
thing occurred when she was twenty years old. Between attacks 
there were occasional black shining stools. The next hemorrhage 
occurred when she was thirty two years old. At thirty-six she 
had the most severe bleeding of her experience; and one year ago, 
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when she was forty-five, the last marked bleeding from the stom- 
ach occurred. In every instance the vomiting of blood was pre- 
ceded or accompanied by epigastric pain and nausea. The 
pain would sometimes radiate into the right hypochondrium, 
the right back and scapular region; and several times there has 
been noticeable jaundice. With the exception of the bleeding 
this is the ordinary story of associated chronic disease of the 
appendix and gall-bladder. 

The examination reveals a woman forty-six years old, fairly 
well nourished, and slightly jaundiced. Teeth are in fair condi- 
tion. There is a deviated septum, the tonsils have been removed. 
Blood-pressure 130/76. Heart is normal in outline and bound- 
aries and there is no murmur or thrill. Lungs are normal, chest 
symmetric, expansion good. The nervous system is negative. 
The abdomen is normal in shape; no palpable masses; no rigidity. 
There is a marked tenderness in the right hypochondrium and in 
the right side of the epigastrium; also in the right iliac region and 
at the right lumbar ganglion. Urine negative. 2«-Ray examina- 
tion of the gastro-intestinal tract reveals no evidence of pathologic 
change. 

The significant points in the history and physical findings 
are: (1) That her symptoms of gastro-intestinal disease began 
soon after scarlet fever, and that from then on she had frequent 
attacks of tonsillitis until tonsillectomy two years ago. (2) 
That there have been repeated attacks fairly characteristic of 
combined appendix and gall-bladder disease. (3) That the 
character and the relation of the pain and location of the points 
of maximum tenderness clearly indicate gall-bladder disease. 
Also the tenderness over the right lumbar ganglion is seldom 
present in the absence of chronic disease of the ileocecal-appendix 
region. (4) x-Ray examination is negative. (5) Repeated blood 
Wassermann tests are negative. 

We have based our diagnosis of gall-stone and chronic appen- 
dix disease on these positive and negative data. Just what is 
the cause of the gastro-intestinal bleeding we do not know, and 
we prefer not to speculate on it until having inspected the stom- 
ach and duodenum. 
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Comment During Operation.—We shall use a straight right 
midrectus incision for the reason that it gives an excellent oppor- 
tunity to examine all the organs of the upper abdomen; also 
through it one is nearly always able to inspect the appendix. In 
this case we are copmelled to lengthen the incision downward 
in order properly to expose the appendix field. You will see 
that there is a developmental band reflected from the ileum 
around the front of the proximal third of the appendix, passing 
on to the outer layer of the meso-appendix. This anatomic 
anomaly is sufficient to cause what is commonly, though improp- 
erly, called chronic appendicitis. There are no other evidences 
of appendix disease except that the structure is longer and thicker 
than usual. We shall divide this band and then remove the 
appendix, invaginating the stump of it by means of a purse-string 
suture of No. 0 plain catgut. It may seem antiquated to some 
of you that we still go to the trouble of invaginating an appendix 
stump, but we feel just a little safer after having done it. 

Palpation of the gall-bladder reveals it somewhat distended 
and containing a large stone. After packing large sponges about 
the gall-bladder to protect the adjacent peritoneum from con- 
tamination with bile, an opening is made large enough to permit 
removal of one large mulberry stone. There are no others. We 
shall suture a rubber tube to the margin of the wound in the gall- 
bladder and make no effort to invert its edges. The tube acting 
as a foreign body will have the effect of reversing the lymph- 
stream in the gall-bladder wall, and so tend to wash out any in- 
fectious elements that might otherwise remain there. We believe 
that a failure to grasp the probability of this effect of the gall- 
bladder drainage has induced many operators needlessly to sacri- 
fice many gall-bladders. 

We now desire to inspect the stomach, duodenum, and in- 
testine for evidence that may explain why the patient has bled 
so much and so often. The stomach is absolutely normal in 
every way; it is not enlarged; its walls are not thickened; there 
are no visible scars in it; and there is not the slightest suggestion 
of varicosities anywhere. The duodenum is dilated, but there 
is no evidence of kinking or twisting. Its walls are normal in 
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color and thickness, and there is no evidence of scars in the region 
near the pylorus or elsewhere. 

We shall close the abdominal wall wound in layers without 
any drainage material other than the tube sutured in the gall- 
bladder wound. The skin surrounding the wound is anointed 
thickly with zinc oxid ointment to protect it from the irritating 
effect of the drainage bile. 

Now how is the bleeding in this case to be explained in the 
absence of varices or ulcers? Woolsey asserts that 2 per cent. 
of appendicitis cases and about 5 per cent. of gall-bladder in- 
fections give a history of gastric bleeding. In our experience 
this estimate is much too high. There are a great many cases of 
appendix disease in which practically all the symptoms are re- 
ferred to the upper abdomen, but by no means have we seen gas- 
tric hemorrhage in 2 per cent. of the cases. 

Floersheim states that gastric hemorrhage as an accompani- 
ment of appendix and gall-bladder disease seldom shows any 
pathologic change in the stomach. Kuernwell notes intestinal 
bleeding as a rare symptom of chronic appendix disease, and 
asserts that it is usually due to an embolic duodenal ulcer. Judd 
has called attention to the frequency of associated gall-bladder 
disease in cases in which the symptomatology indicated only 
bleeding duodenal ulcer. He specifically mentions one case in 
which there is no evidence of the source of the bleeding, and 
suggests that it is due to the presence of toxins in the blood, and 
that it is to be considered as being analogous to essential hema- 
turia or bleeding from an unbroken nasal mucosa. 

We are inclined to agree with this theory of toxemia as the 
cause of bleeding in such cases as the one before us; and we regard 
it as extremely significant from an etiologic viewpoint that this 
patient’s history of trouble definitely began with scarlet fever and 
that repeated attacks of tonsillitis have maintained a more or 
less intimate time relationship with her gastro-intestinal attacks. 
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TUBERCULOUS SALPINGITIS 


Case I.—A colored woman, aged twenty-six, came into the 
hospital two weeks ago complaining of sharp shooting pains in 
the left side beginning three weeks before. The onset of the 
illness was associated with headaches, fever, and chills. The 
abdomen became swollen and tender. The patient was com- 
pelled to remain in bed for two weeks, but during the week before 
her admission she was so much improved that she was able to 
get up and attend to some of her household duties. She has 
been married three years, but has never been pregnant. There 
was marked leukorrhea. On physical examination the patient 
was well nourished and apparently in good health. However, 
her abdomen was distended and tender, especially over the liver. 
Vaginal examination showed a tender mass on each side of the 
cervix. At operation the peritoneal cavity was filled with clear 
serous fluid and the serous surfaces studded with tubercles 
throughout the abdominal cavity. The tubes were much en- 
larged on both sides, appeared inflamed, were covered with 
tubercles, and were excised. The postoperative course was com- 
plicated by annoying gas-pains, flatus, and elevation of the 
temperature up to 103° F. The temperature, however, gradually 
returned to normal, and the patient was discharged two weeks 
after the operation apparently well. 

This is one of the tubes that was removed. It is considerably 
enlarged, measuring 3 cm. in diameter. Its surface is inflamed 
and covered with tubercles. There are also some patches of 
fibrin, some of which extend over the surface of the adjacent 
Ovary, otherwise the ovary appears normal. In a cross-section 
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through this tube you will note that the wall is markedly thick- 
ened. The normal epithelial folds are obliterated and the lumen 
practically occluded by a pale yellow, soft, friable, encephaloid 
tissue showing small caseous foci. The fimbriated end of the 
tube is open, yet no tubercles are seen along the end and margin 
of the tube. The tubercles are more abundant near the middle 
portion of the tube. 

This is a microscopic section through the tube, and it shows 
typical miliary tubercles containing giant-cells in both the folds 
of the mucosa and in the serosa. Few tubercles could be seen in 





Fig. 740.—Tube from Case I. 


the muscle layer. This suggests that the tubal condition is prob- 
ably a direct extension from the peritoneal process which is pri- 
mary. A large percentage of tuberculous salpingitis, some hold 
that most of them, become infected from the peritoneum. Such 
an infection may spread to the tubal mucosa through the fimbri- 
ated end or through the lymphatics of the peritoneum. Other 
authors hold that the tubercle bacilli are swept in or aspirated 
into the tube just as the ova from the ovary are carried into the 
tube by currents produced by the movement of the tubal cilia 
and its muscle layer. The mucosa of the tube is very susceptible 
to the growth of tubercle bacilli and an extensive endosalpingitis 
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results early and soon overshadows the perisalpingitis. While 
tuberculous salpingitis frequently follows tuberculous peritonitis, 
the latter rarely follows the former except locally about the 
fimbriated end of the tube. 

One interesting feature of this case is the apparently healthy 
appearance of the patient in spite of the extensive lesions in the 
peritoneal cavity and the comparatively uneventful recovery 
following the salpingectomy. 


Case II.—Also a colored woman, aged thirty-one, with a con- 
stant dull aching pain in the lower abdomen and back beginning 
five months ago. This patient was married one year ago, but has 
never been pregnant. She has leukorrhea and painful micturi- 
tion. The physical examination showed a poorly nourished 
negress who had some tenderness in the lower abdomen and a 
palpable tender mass in the posterior fornix of the vagina. At 
operation both tubes were found enlarged, the right tube being 
twice as large as the left. Attached to the enlarged thickened 
left tube there was a large rounded cyst of the ovary. There 
were no tubercles on the peritoneum generally, as in the preceding 
case. The postoperative course was prolonged and stormy and a 
fistula persisted through the abdominal wound. Three months 
later a second operation was performed, a pelvic abscess found, 
and drained through the vagina. There was rapid improvement 
following this operation, and the patient was discharged several 
weeks later apparently entirely well. 

The tubes in this case appear quite different from those in 
the first one. The right tube is matted down with the ovary 
into a flat oval mass measuring 8 by 7 by 5 cm. The tube is 
thickened and spreads over the ovarian cyst which has a thin 
wall with clear watery contents. This cyst measures 5 cm. in 
diameter. Over its surface, especially near the fimbriated end 
of the tube, there are a few small nodules suggesting tubercles. 
These could easily be overlooked in the operating-room. The 
inner wall of the cyst is smooth. The tube is rather roughened 
on the outer surface; it shows some adhesions, but shows no very 
definite tubercles except about the fimbriated end, where there 
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are nodules suggestive of tubercles. The fimbriated end is closed. 
The lumen of the tube contains a considerable amount of thick 
yellowish-green pus. The wall of the tube is markedly thickened 
and its inner surface is rough, ragged, granular and caseous, with 
a pale yellowish color. The other tube presents a similar pic- 
ture. 

The microscopic examination of both tubes shows numerous 
miliary and caseous tubercles particularly abundant in the 








Fig. 741.—Tube from Case II. Also shows a cross-section through the tube 
at the dotted line. 


mucosa. Occasional ones may be found in the serosa, very few 
if any in the muscularis. Giant-cells are numerous. The 
epithelial folds are swollen and there is considerable irregular 
proliferation of the epithelium. 
It will be noted that in this case there was a large cyst of 
the ovary. A cystic change in the ovary is frequently reported 
in the association with tuberculous salpingitis. Whether there 
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is a definite etiologic relation between these two is, however, 
doubtful. It is not often that tuberculosis of the ovary follows 
tuberculosis of the tube. It is also worth noting that the salpingi- 
tis in this case is bilateral. This is true in most all cases of tuber- 
culosis of the tube. Usually the right side is affected more 
markedly than the left. The tubercles are frequently easily 
overlooked, so that the condition often comes to the pathologist 
without a diagnosis being made. This was the case in this par- 
ticular instance, the microscopic examination first giving a defi- 


Fig. 742.—Tuberculous endosalpingitis. Low-power magnification of miliary 
tubercles in mucosa of tube of Case II. 


nite clue of a tuberculous process. It is at times impossible to 
distinguish macroscopically between a tuberculous and a non- 
specific pyosalpinx. The finding of tubercles explains the pro- 
longed postoperative course in this case, for such complications 
are much more frequent with tuberculosis than other infections 
of the tubes. , 


Case III.—White woman, aged forty-one, complained of 
attacks of pain in the stomach. The first attack was noticed 
two years ago, the second, one year ago, and the last one began 
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one week ago, beginning just before the menstrual period. These 
attacks were severe, lasting one to two hours, and were associated 
with nausea and vomiting. The pain was most marked over 
the appendix and radiated into the back and pelvis. A tender 
lower abdomen was felt and tender masses on each side of the 
cervix. The patient has been married fourteen years, but has 
never been pregnant. One sister died of tuberculosis. At opera- 
tion the uterus was found to be retroflexed and held down by 
adhesions. Both tubes were thickened and inflamed and the 
left ovary was cystic and matted down behind the uterus. The 
tubes were twice the normal size and were excised. 

These tubes, taken from this case, at first sight did not look 
as if they were tuberculous. Their surfaces are rough, and on 
careful inspection occasional small tubercles may be recognized, 
particularly about the fimbriated end. There are many hemor- 
rhagic adhesions. There is little pus in the lumen. The 
fimbriated ends of both tubes appear normal and are open. The 
wall of the tube becomes thickened about 1 cm. from the fim- 
briated end. As in other cases, the epithelial folds are obliterated 
and the inner surface shows caseous nodules some of which extend 
well into the middle layer of the wall of the tube. 

The microscopic examination shows many typical miliary 
and caseous tubercles throughout the wall of the tube. They 
are also abundant in the muscularis; in fact, some of the largest 
and apparently oldest lesions are in the muscularis. According 
to some authors, Kafka in particular, the involvement of the 
muscularis is significant of the mode of infection. When the 
organisms reach the tube by way of the blood-stream the muscu- 
laris is the first to be involved, whereas, if the infection is derived 
from the peritoneum, the mucosa is more the primary seat of the 
lesion. 

Another evidence of a hematogenous infection is the fact that 
the fimbriated end shows so little involvement with the tubercular 
reaction most marked in the middle part of the tube. Such a 
hematogenous infection implies the presence of a tubercular 
focus elsewhere in the body which delivered the bacilli into the 
blood-stream. These bacilli, finding the tubal tissue a suitable 
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medium for their growth, settled there and began the lesion des- 
cribed. No such primary lesion was discovered in the patient, 
but a negative clinical finding is not conclusive. Such primary 
foci may be bronchial glands or pulmonary lesions too small to 
be detected, or they may have regressed, while the secondary 
growth in the tubes continued to develop. There has been 
much controversy on the frequency of the hematogenous mode 
of infection of the tubes, but the weight of opinion tends to 
ascribe to it a most important rdle. 

This patient made an uneventful recovery after the operation. 
As in Case II, tuberculosis was not suspected until the micro- 
scopic report was obtained. It is worth noting that while the 
symptoms were more severe and acute, the tubes were not as 
abnormal or as markedly pathologic as in the preceding cases. 


Case IV.—This patient, a colored woman aged twenty-eight, 
first entered the hospital one year ago, following an attack of 
abdominal cramps that began suddenly three weeks before. 
This attack was associated with fever, vomiting, general weak- 
ness, diarrhea, and distention of the abdomen. It was so severe 
for the first two weeks that she had to remain in bed. She was 
much better the last week before entering the hospital and was 
able to get up and do some of her housework. She is married, 
but has never been pregnant. On physical examination some 
rales were heard over the chest and an indefinite mass was felt 
in the lower abdomen. Vaginal examination showed a marked 
tenderness of the pelvic organs. There was slight anemia and a 
white blood-count of 11,300. The preoperative diagnosis was a 
partial intestinal obstruction and a sloughing fibroid. 

Laparotomy showed a large fibroid in the pelvis bound down 
by inflammatory adhesions. The small intestines were distended. 
On separating some of the pelvic adhesions, abscesses were 
broken into. The patient’s condition became very weak, a 
vaginal drain was placed, and the abdominal wound hastily 
closed. After the operation the patient had marked elevation 
of temperature and appeared very ill for several days. A pro- 
fuse purulent discharge passed out through the vaginal drain, 
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followed by gradual improvement. One month after operation 
she was discharged still feeling tender in the pelvis, but otherwise 
much better. 

Two months later the patient returned with pain in the right 
lower quadrant and with an uncomfortable sense of weight in the 





Fig. 743.—Tubes from Case IV. 


pelvis. Each morning there were abdominal cramps and pains, 
with a feeling of weakness and a tendency to faint on standing. 
The menses were scanty. At the second physical examination 
She seemed well nourished, though she looked ill. Her lapa- 
rotomy wound had healed up completely. There was marked 
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tenderness in both inguinal regions, particularly on the right 
side. In the latter region there was some rigidity and a mass 
about the size of a grape-fruit. Vaginal examination showed in 
definite tender masses in both fornices, adherent to the uterus. 
The second laparotomy showed a large fibroid protruding 
from the pelvis and adherent to the intestines in two locations. 
At the site of each of these adhesions there were small abscesses 
containing thick, pale yellow pus. The fibroid was attached to 
the uterus by a small pedicle and was removed. Both tubes 


Fig. 744.—Diffuse tuberculous reaction in mucosa of tube of Case IV. 


were enlarged, thickened, and contained considerable thick green- 
ish-yellow pus. The appendix was thickened and attached to 
the inflammatory pelvic mass. It was removed along with the 
uterus and the tubes. For several weeks after the operation 
the temperature remained elevated, often as high as 103° F., but 
it gradually returned to normal. One month after the operation 
the patient was discharged apparently well. Recently, five 
months after the last operation, she wrote saying that she felt 
fine and had gained 40 pounds in weight since she left the 
hospital. 
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These are the tubes removed from this case. They do not 
look nearly as bad as was expected from the severe clinical dis- 
turbances caused by them. There was no general tuberculous 
peritonitis. In both you note that the fimbriated ends are open 
and the walls are thickened. On both there are adhesions on the 
outer surface, but no definite tubercles. The lumen contains a 
small amount of yellowish pus, but is partly obliterated by soft 
friable tissue showing a grayish-white mottling and suggesting 
granulomatous tissue. The epithelial folds are obliterated. 
Small caseous foci appear in the inner wall. 

The microscopic examination shows many typical miliary 
and caseous tubercles. In addition, there is considerable diffuse 
epithelioid reaction in the stroma of the mucosa with scattered 
giant-cells throughout the tissue between the epithelial masses. 
Occasional miliary tubercles are also present in the muscularis. 
There is also a very marked irregular proliferation of the epithelial 
cells of the folds of the mucosa giving a wild typical epithelial 
architecture, yet the individual cells do not appear invasive. As 
in the preceding cases, the lesions are not as marked as was 
expected from the clinical symptoms, and tuberculosis was not 
expected until the microscopic examination was made. The 
prolonged postoperative course was explained by the tuberculous 
nature of the process. 


Case V.—This is a colored woman, aged forty, who came into 
the hospital complaining of a tumor in the abdomen which she 
said was first noticed four years ago. There has been some 
abdominal pain since then, along with difficult and painful mic- 
turition. There is marked nycturia. The abdomen has mark- 
edly enlarged. Patient has lost 15 pounds in weight in the past 
year. Her menses have been regular but scanty up to the last 
time, since which time they have ceased entirely. Patient has 
been married, but has never been pregnant. One sister died of 
tuberculosis. On physical examination we found a poorly nour- 
ished colored woman whose tonsils were unusually large and 
a purulent exudate could be seen in the crypts. Palpation of 
the abdomen showed a tumor mass in the pelvis extending to the 
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umbilicus. It felt hard and smooth and larger on the left side. 
It did not feel nodular. On vaginal examination the mucosa 
of the vagina seemed to protrude into the entrance forming a soft 
mass. Just beneath the symphysis there was an elongated mass 
that felt indented and seemed to run into the main tumor mass. 
The cervix could not be felt. The red blood-cell count was 
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Fig. 745.—Right tube from Case V. Note small sclerotic ovary in the angle 
of the tubal mass. 


4,000,000 and the white count 7400. The Wassermann test was 
negative. 

At operation a pelvic tumor mass about the size of a cocoanut 
was found adherent to the peritoneum, intestines, bladder, and 
lower anterior abdominal wall. This was a large opaque, tough, 
fluctuating tumor mass arising apparently in the region of the 





1568 HARRY R. WAHL 


right ovary. In separating this mass from its adhesions its wall 
was slightly ruptured and a mass of very thick, gelatinous, 
yellowish-white pus oozed out. This mass was attached by a 
short narrow pedicle to the uterus. The ovary was small and 
sclerotic and embedded in a small groove in an angle of the en- 
larged tumor mass or tube. Underrieath this tumor mass there 
was another smaller elongated coiled mass about as thick as a 
banana and passing into a cystic swelling about the size of a 
lemon. The uterus was also distorted and enlarged due to the 
presence of multiple fibroids. The large mass was regarded 
in the operating-room as a tubo-ovarian abscess. 

These specimens removed in the operating-room are, as you 
note, very unusual. This very large firm white pear-shaped mass 
measuring 13 cm. in diameter represents one enormously en- 
larged pyosalpinx situated on the right side. You will note the 
smooth outer surface and its mottled grayish-white color. It 
feels very tense, as if filled with fluid. The wall seems to be very 
thick. Note this end, which tapers into a small thickened tubal 
wall measuring 2 cm. in diameter. It is very evident that the 
large round cystic part represents the large thickened, obliterated, 
fimbriated end of the tube. Note the small sclerotic ovary in 
the angle of the bend of this distorted tubal mass. On section 
we find that the wall is very thick, measuring 3 to 5 mm. in 
thickness and its cavity filled with a very thick, viscid, greenish- 
yellow pus. The peripheral part seems more jelly-like in con- 
sistency, so that when opened only the inner portion flows out, 
giving the entire inner surface the appearance and size of a half- 
section of a cantaloupe. Toward the constricted portion of the 
tube we note that the inner portion is extremely soft, friable, 
and spongy in appearance, there being a rather cellular mass pro- 
truding from the denser fibrous outer wall. This cellular tissue 
is profuse toward the uterine end, but flattens out gradually over 
the wall of the cystic portion. 

The other tube is very much smaller, and yet is very much 
thickened, measuring 3 cm. in diameter. Its fimbriated end 
is rounded and obliterated. Its outer surface is smooth and the 
wall is very thick. The lumen contains considerable thick green- 
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ish-yellow pus. Its inner wall is very rough, ragged and friable, 
and seems to contain some encephaloid cellular tissue, other 
places caseous-like tissue. In the bend of this tube there is a 
small thin-walled cyst somewhat pear-shaped, containing clear 
watery fluid. It measures 3 cm. in diameter and 4 cm. in length. 
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Fig. 746.—Left tube from Case V. Shows thin-walled cyst with tubercles 
on its surface. 


It is attached to the outer surface of the angle of the tube. On 
the inner surface of this cyst there are many small scattered 
grayish nodules somewhat suggesting tubercles. These are the 
only structures in the entire material taken from this patient 
which suggest the tubercular nature of the lesions. 
On microscopic examination typical tubercles are found in 
VOL. 3—99 
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Fig. 747.—Large caseous tubercle in wall of large pyosalpinx in Case 
V. Note caseation at one side and tuberculous tissue with giant-cells at the 
other side. 


Fig. 748.—Adenomatous reaction in Case V. 


almost all parts of the tubes. In the wall of the large cystic mass 
there are flattened caseous areas. In the proximal end there 





TUBERCULOUS SALPINGITIS 1571 


are scattered multinucleated giant-cells and masses of epithelioid 
cells with tuberculous lesions being poorly circumscribed. In 
the larger tube there is also a rather striking change present in 
the friable tissue noted in the constricted portion of the large 
specimen. In this region there is a very atypical epithelial 
hyperplasia, appearing invasive in character and presenting a 
wild epithelial architecture somewhat resembling a papillary 
carcinoma. ‘The cells, however, show no mitotic figures. They 
do not vary much in size and tend to show regressive changes. 
For this reason, in spite of their apparent invasion into the sur- 


Fig. 749.—Miliary tubercle in the adenomatous area of Case V. 


rounding fibrous tissue, a diagnosis of malignancy was not made. 
Even in the stroma of this wildly growing epithelial type of tissue 
there is tuberculous granulation tissue. The sections of the 
smaller tube show more typical tuberculous endosalpingitis. 
Some typical miliary tubercles were seen in the muscle layer, but 
most of them were in the mucosa. Here also there is a very 
marked adenomatous formation. 

The presence of a myoma in this case, as in the preceding 
case, illustrates the fact that frequently myomata are combined 
with tuberculous salpingitis. There is no direct relation between 
them. 
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The striking points of interest in this case are the enormous 
size of the tubes, giving a huge tuberculous pyosalpinx; second, 
the absence of macroscopic evidences of tuberculosis, and, finally, 
a pseudocarcinomatous reaction in the epithelium. This might 
be looked upon as a carcinomatous change in a tuberculous 
salpingitis. Such changes are reported, but their relation to 
the tuberculous process is not so clear, especially in this instance. 
Adenomatous growth associated with tuberculosis of the tubes 
are common, but true carcinoma is very rare. A number of 
authors have discussed the relation of carcinoma of the tube to 
tuberculous salpingitis, and an etiologic relationship is apparently 
accepted by some, though not as common as the occurrence of 
simple adenomatous formations. The prognosis in this case is 
good, as is borne out by the fact that this patient was operated 
on almost two years ago, and is apparently well today. While 
carcinoma may occur in connection with the tuberculous sal- 
pingitis, it is not very probable that the carcinoma is the direct 
result of the tuberculous process. The association is probably 
accidental. 


Case VI.—This is a colored girl, aged fifteen, who complained 
of a hard lump in her stomach first noticed in the lower right 
abdomen three weeks ago. There has been no pain, though 
some tenderness on deep pressure, particularly on the right side. 
Nine months ago the patient had a similar mass, but in the upper 
left abdomen. She did not feel sick and said that she did not 
want to go to the hospital, but rather would go on in school. In 
the past three years this patient has had corneal ulcers and 
phlyctenular conjunctivitis, for which she had received tuberculin 
treatments. Her periods were normal and began four years ago. 
Physical examination showed a colored girl apparently healthy, 
though her right pupil was more irregular and larger than the left 
one. The left apex of the lung showed increased breath sounds. 
A mass about the size of a grape-fruit in the lower abdomen 
extended to the umbilicus. On vaginal examination there was 
a mass pushing the fundus cf the uterus to the left. The white 
cell count was 10,000, the red count 4,400,000. An x-ray of the 
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chest showed deposits in the hilum with nodes along the bronchi 
suggesting a tubercular process. 

At operation the peritoneal surfaces appeared normal. In 
the lower abdomen there was a tumor mass about the size of a 
large grape-fruit attached by a narrow pedicle to the lett tube. 
It was covered with many adhesions. On the right side there 
was a large pyosalpinx about the size of a lemon. Arising from 
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Fig. 750.—Tube with attached cysts from Case VI. The tubercles are only 
on the inner surface of the cysts. 


the left tube there was a large cystic tumor made up of a thin 
serous wall containing clear serous fluid. This thin-walled sac 
measured 10 cm. in diameter. The inner surface of this sac was 
studded with small warty nodules suggesting papillary growths or 
tubercles. There were many smaller thin-walled serous cysts 
also arising from the same tube. This tube was enlarged, dis- 
torted, and looked like a large pyosalpinx. The ovaries were 
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both enlarged and cystic. Some of the pelvic peritoneum had 
tubercles suggesting a tuberculous peritonitis. 

This is the material removed in the operating-room. Note 
the cystic nature of the mass. At first it is difficult to determine 
the relatiorship of these cysts. First you notice a large oval 
cyst 12 by 8 cm. attached by a narrow pedicle to this markedly 
thickened tube. It has a bluish discoloration. It feels boggy. 
Its wall is thick, and on opening you see the reddish-brown, 
friable, spongy contents which represent masses of fibrin and 


Fig. 751.—Section through the wall of the large oval cyst shown in Fig. 750 
(Case VI). 


remnants of a blood-clot. The inner portion of the cyst is mostly 
semifluid in consistency and somewhat chocolate in color. Here 
and there the wall showed small, flattened nodules. Microscopic- 
ally a few flattened caseous foci were in the wall, otherwise it was 
composed of hyaline fibrous tissue. 

Then you also note another large thin-walled cyst attached to 
the surface of the middle portion of the tube measuring 12 cm. 
in length and 8 cm. in diameter. It contains a watery fluid. 
Its inner surface is covered with many rather scattered, large, 
warty elevations. A third cyst arising from the same location 
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measures 6 cm. in diameter. Its surface is covered with hemor- 
rhagic adhesions. It has a thick wall and is filled with a jelly- 
like substance resembling lemon custard. Several small thin- 
walled cysts were present and apparently arise from the outer 
surface of the tube. Many of these cysts showed tubercles on 
the inner surface. Finally, also note the tortuous and thick wall 
of the tube itself. It is considerably elongated. It is distended 
in its distal part, the fimbriated end is occluded, and has a pyri- 
form enlargement measuring 35 cm. in diameter. The tube is 





kinked upon itself twice in its course, and it is from the surface 
at the angles of the curves that the cysts arise. Ovarian tissue 
was not definitely seen in this region. The other tube is also 
enlarged and shows a pyosalpinx with the fimbriated end entirely 
occluded, bulbous in shape, and bent over toward the proximal 
end. In this bend there is a small oval cystic ovary. The lumen 
of this tube is filled with thick yellow pus and is lined by a ragged 
grayish-white granulation tissue which appears thick and friable 
in places. The epithelial folds are entirely obliterated. Neither 
tube showed tubercles upon their surface. Both tubes show the 
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same picture on the inner surface, both of them containing a con- i 
siderable amount of pus. 

Microscopically, large caseous tubercles were numerous. 
The warty masses in the wall of the cyst were composed of fibroid 
and caseous tubercles. Fibrous tissue particularly predominates. 
In the wall of the tube itself the change was mainly in the mucosa, 
and in some places a few miliary tubercles were present. The ( 
reaction is mostly more diffuse. There seems to be considerable 
tissue reaction and a rather fibroid character to many of the 
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Fig. 753.—Adenomatous reaction in tube of Case VI. 


tubercles. In addition, there was a very marked irregular 
epithelial proliferation causing adenomatous formations similar 
to the preceding case, but not as advanced or as irregular. The 
walls of the thin-walled cyst show nothing but fibrous tissue and 
no epithelial lining. 

One of the striking points about this particular case is the 
presence of such marked cystic lesions associated with such mild 
clinical symptoms. A second point is the peculiar cystic forma- 
tion arising from the infected tubes. In the third place, the early 
age at which this infection occurred is unusual, the tuberculous 
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infection occurring commonly much later in life. The cystic 
formation is to be regarded as secondary to an inflammatory proc- 
ess on the peritoneal surface, the cysts representing nothing 
but subperitoneal cysts and not lined by any epithelial structure. 
One of these cysts, however, containing more gelatinous-like 
material is probably of a different origin and may have been 
derived from the ovary. 


Case VII.—This is a young colored woman, aged twenty-one, 
who came in the hospital with a complaint that she had a “‘grow- 
ing pain” across the lower abdomen. ‘This began three months 
ago with a severe frontal headache and a profuse thick yellowish 
vaginal discharge associated with burning on micturition. Three 
weeks later she became so weak and the backache became so 
severe that the patient had to go to bed. The backache seemed 
to radiate up between the shoulders. Two weeks after this there 
developed a sharp pain alternating with a dull throbing sensation 
in the left lower abdomen. During the past three weeks the 
patient has had an uncomfortable sensation in the lower abdomen 
and also a pushing down sensation with each inspiration. She 
describes the pain as “‘if it would tear her open.” She lost 30 
pounds in weight. Menstruation began at sixteen and was regu- 
lar up to one year ago, since which time it has been irregular. 
There was some dysmenorrhea. Following childbirth there is a 
history of puerperal infection. The patient had been in poor 
health three months after the birth of the child. One sister of the 
patient died with tuberculosis. Physical examination showed a 
poorly nourished, anemic appearing colored woman with a 
generalized tenderness throughout the abdomen, particularly 
marked in the lower abdomen and on the left side. Vaginal 
examination showed marked tenderness on each side of the 
vaginal fornix with retroflexion of the uterus. There was con- 
siderable induration in the broad ligaments on each side. 
Clinical diagnosis was a bilateral salpingitis with a retroflexed 
uterus. Blood-count was about 4,000,000 red and 8000 white 
blood-cells. The temperature went up to 101° F. before the 
operation, but after the operation went up a little bit higher for 
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several days. While in the hospital the patient complained some- 
what of night-sweats. 

At operation numerous adhesions were found in the region 
of the pelvis. Many of these adhesions appear hemorrhagic. 
Both tubes were markedly enlarged. The uterus was retroflexed 
with considerable attachment of the intestines through this re- 
gion. On breaking down some of the adhesions a considerable 
amount of pus oozed out from one of the tubes. The tubes and 
uterus were removed with some difficulty. Apparently one of 
the tubes formed a wall of a pelvic abscess. Culture made from 
this pus showed a Gram-negative bacillus and also some cocci. 
There were no tubercles over the peritoneum generally. 

This is the specimen which was removed at operation. You 
will notice the uterus is rather small. The tubes are flattened 
out, but very much enlarged, markedly inflamed, and covered 
with numerous hemorrhagic adhesions. On one side the tube 
is so ragged and irregular that it suggests a part of the wall of a 
pelvic abscess. About the edges of this ragged inflamed tubal 
tissue there is a considerable amount of fibrin. The fimbriated 
ends are open. Over the surface of the tubes, particularly near 
the fimbriated end, the tissue is roughened and there are small 
translucent grayish nodules somewhat suggestive of tubercles. 
The lumen of the tube contains a moderate amount of pus. The 
epithelial folds are in places obliterated. The wall of the tube 
is markedly thickened and apparently shows some small caseous 
nodules throughout its substance. The uterus is small. His- 
tologic examination shows many typical tubercles in the mucosa 
of the tube. There were many diffuse, poorly defined tubercles. 
There was also much tuberculous granulation tissue containing 
many typical giant-cells. The reaction appeared to be much 
more acute and diffuse than the other cases. Some areas suggest 
an acute pyogenic infection superimposed on the specific lesions. 

This patient shows a much more acute type of tuberculous 
reaction corresponding with a more severe and acute clinical 
picture. The finding of other organisms with pus suggests the 
presence of a pyogenic infection superimposed on the tuberculous 
process. You will also see in this case a definite tuberculous 
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involvement of the endometrium of the uterus. This is a rather 
common sequel of a tuberculous salpingitis. It is rare to have 
a primary uterine process with extension up the tube, and even 
questioned by some authors. 


Case VIII.—This was a young colored woman, aged twenty- 
three, who came into the hospital complaining of pain in the 
right lower quadrant beginning six weeks ago. At first she was 
able to be up, but could not attend to her housework. After 
four weeks she had to go to bed. There has been considerable 
headache. The pain is often sharp and throbbing in type; at 
other times it had a more dull, aching character and radiated to 
the lumbosacral region. There was some vomiting, nausea, fever, 
and occasional night-sweats. Patient has.been married. She 
has had an acute leukorrheal discharge beginning one year ago. 
She has had one child, aged six years. The menses have been 
irregular and entirely absent in the last five months. Physical 
examination showed a tender abdomen somewhat more marked 
in the left lower quadrant than on the right. Bimanual examina- 
tion showed a tender mass situated in the midline between the 
symphysis pubis and the umbilicus. Inguinal glands were en- 
larged. ‘There were some casts and albumin in the urine. 

At operation the omentum was found firmly adherent to 
the tubes. There were marked adhesions about both tubes and 
the uterus, the tubes being considerably thickened and indurated. 
The uterus was also enlarged. The tubes were enlarged and 
contained pus. 

Following the operation the patient complained of consider- 
able abdominal pain. There was considerable elevation of the 
temperature, at times running up as high as 101° F., and marked 
epigastric discomfort and tenderness. Three weeks after the 
operation the patient was discharged, but returned the following 
day complaining of marked pain in the epigastrium. Physical 
examination showed nothing to account for this pain, which 
seemed to be more severe in the pit of the stomach and did not 
involve the pelvic region. In spite of continuous treatment 
there was no improvement and the patient was again discharged. 
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During her second admission temperature was elevated to 101° F. 
on several occasions. These specimens were taken out at the 
operating-room and do not show very marked changes. How- 
ever, you will notice that the tubes are enlarged, indurated, and 
the wall contains encephaloid tissue. The lumen contains some 
caseous material and the folds are obliterated. A section through 
the wall shows a considerable number of irregular yellowish 
areas suggesting caseation or softening. On opening the uterus, 
which is also enlarged, the mucosa seemed to be roughened and 
friable and more granular than is usual. No definite tubercles, 
however, could be seen on the surface of the tube. 

Histologic examination through the uterus showed consider- 
able disintegration of the endometrium, and here and there a few 
small scattered tubercles showing typical giant-cells. Several 
areas of caseation necrosis were found. ‘Tubercles could be seen 
scattered throughout the muscle layer of the uterus. In the 
wall of the tube typical caseous and miliary tubercles were pres- 
ent, but the more striking change was the extensive caseation 
which involved the interior of the tube; in fact, most of the lumen 
of the tube is lined by caseous granulation tissue behind which a 
few smaller caseous tubercles could be seen. Some of these 
tubercles also extended into the muscularis and occasional ones 
were found in the serosa. 

This particular case shows nothing very unusual or worthy 
of special mention. The fimbriated end, however, in this case 
was wide open. ‘The tubes grossly did not look very abnormal, 
yet microscopically very marked changes were found and a rather 
extensive active tuberculosis present. Another feature worth 
mentioning is the fact that the entire uterine wall was infiltrated 
with tubercles as well as the endometrium. The severe clinical 
symptoms which this patient had could be explained. to a certain 
extent by the extensive active tuberculosis present in the organs. 
Another point worthy of notice is that here we have tubes again 
which grossly did not strongly suggest tuberculosis. 


Case IX.—This was a colored woman, aged twenty-eight, who 
came into the hospital complaining of amenorrhea, not having 
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had any periods for one year. Occasionally she has had pain 
in the back and along the left side. The abdomen has become 
enlarged in the last ten months. She has shown an increase of 
weight of 40 pounds in the past year. She has never been preg- 
nant, though she has been married several years. Puberty began 
at sixteen. The menses have always been scanty. On physical 
examination the abdomen was found to be very large and an 
indefinite mass could be palpated in both flanks. On the right 
side there was some tenderness on deep pressure, particularly in 
the lower quadrant. Apparently there was also some fluctuation. 
The legs were large and edematous. Vaginal examination showed 
retroflexion of the uterus and a rather large soft mass over the 
fundus. At operation the uterus was found to be infantile. The 
tubes were enlarged, infected, and bound down with adhesions. 
There was a small abscess in the right cornua of the uterus which 
measured about 13 cm. in diameter. On opening this abscess 
it seemed to be lined by yellowish granulation tissue and con- 
tained yellowish thick pus. Following the operation there was 
an elevation of temperature to 101° F. on the fourth day, other- 
wise the postoperative course was uneventful and the patient 
apparently made a complete recovery. 

These tubes appear to show very little change. They are 
thicker than usual, but about the same size. The outer surface 
is covered with few adhesions. The lumen does not show any- 
thing very marked except near the proximal end, which is very 
much thickened and contains an abscess as noted at operation. 
One of the tubes shows several hard nodules 3 to 4 mm. in di- 
ameter. On section through these indurated nodular portions 
we find that the center is made up of considerable caseous-like 
material suggesting an old abscess. Microscopic examination 
through these nodules shows them to contain caseous material 
surrounded by epithelioid tissue within which typical multinu- 
cleated giant-cells are found. In the surrounding tissue there 
is considerable fibrous tissue and also some irregular calcified 
foci or deposits. Only a few definite tubercles were present, in 
most places there being considerable fibrosis. 

This is evidently a case of tuberculous salpingitis, in which 
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the lesion is partly healed. Its location so close to the uterus, 
while the rest of the tube shows no tuberculous change, suggests 
possibly this may represent extension of a uterine tuberculosis 
up into the tube. This is not likely, however. The uterus was 
not removed. 


Case X.—This is also a colored woman, aged twenty-seven, 
whose main complaint was pain and a constant ache in both 
lower quadrants, but particularly marked on the right side. It 
began two months ago with marked leukorrhea and an irritating 
vaginal discharge. There has been some vomiting and also some 
chills and fever. Symptoms seemed to be worse during men- 
struation. The patient is married and has one child living and 
well. In the last six or seven months the periods have been 
very irregular. 

On physical examination the abdomen was found to be very 
tender in the lower portion and a tender mass could be felt above 
the symphysis. Vaginal examination showed a hard tender mass 
near the fundus of the uterus and another mass in the culdesac. 
At operation numerous pelvic adhesions were present about the 
uterus and the tubes. Both the right tube and ovary were in- 
volved in a large pelvic abscess. This also involved a portion 
of the intestines. The left tube and ovary were also bound down 
in adhesions including a cyst which was ruptured in attempting 
to remove the tube and uterus. 

The postoperative course was uneventful, though there was 
some vomiting following the operation and a moderate amount 
of pain in the right side. There was also some drainage from the 
incision. On the ninth or tenth day after the operation there was 
an elevation of temperature to 100° to 101° F., but this gradually 
returned to normal. For several days the patient complained of 
dizziness and drowsiness. Three weeks after the operation the 
patient was discharged apparently well. 

This mass of material covered with adhesions consists of the 
uterus and two enlarged tubes. The uterus itself is also enlarged 
and covered with adhesions. Its wall is thickened. You will 
notice as we open the lumen that the mucosa is different than is 
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usual. Instead of having a smooth velvety appearance it has 
a yellowish-gray, roughened, granular appearance. It seems 
to be definitely indurated. Apparently there are also some 
small translucent grayish nodules which somewhat suggest 
tubercles along its surface. Both tubes are considerably thick- 
ened and enlarged. The wall is markedly thickened. The 
lumen of the tube is not very markedly distended, particularly 
the smaller tube, in which the lumen is filled by an encephaloid 
type of tissue. The other and larger tube shows obliteration of 
its distal end. The wall of this tube is thickened, and in the 
lumen there is a small amount of yellowish caseous material. 
This tube is flattenéd out over a large ovarian cyst. 

Microscopic examination shows many typical tubercles in 
the uterus. In the tube the most striking change is marked hy- 
perplasia and overgrowth of the epithelial structures and epithe- 
lial folds, in many places somewhat suggesting an adenomatous 
papilliferous type of growth. The stroma of these epithelial 
folds is abundant and shows a tendency to be replaced by masses 
of epithelioid-like cells. In some places there is a tendency to 
caseation. In other places there are large accumulations of pus- 
cells. No very definite typical circumscribed tubercles could be 
seen. However, the epithelioid reaction, the marked hyper- 
plastic reaction, and the caseation associated with definite 
tubercles that are present in the uterus form the basis for a prob- 
able diagnosis of tuberculous salpingitis. 

Tuberculous salpingitis is a frequent pathologic lesion in the 
tubes. Up to Hegar’s monograph in 1886 it was regarded as a 
rare condition, and even up to 1909 it was so uncommon that 
individual reports of cases were frequent in the literature. Green- 
berg found that nearly 1 per cent. of all gynecologic cases had 
tuberculosis of the tubes, and that of every 13 abnormal tubes 
removed, 1 was tuberculous. Statistics regarding the frequency 
of tuberculous salpingitis vary a great deal. This is in part due 
to the fact that microscopic examination is not always made, 
and without a microscopic examination diagnosis is often im- 
possible. Williams showed that 75 per cent. of his cases of 
tuberculous salpingitis were not recognized by macroscopic 
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examination. Several authors have recently emphasized the 
same necessity of a microscopic examination before tuberculous 
salpingitis can be excluded. There is no question but what a 
low-grade non-specific inflammation is impossible to distinguish 
from a tuberculous salpingitis. Out of 216 pathologic tubes 
removed in this clinic in the past four years, 11 were found to be 
definitely tuberculous, and only 3 of these were definitely recog- 
nized at operation. Out of these 11 cases only 1 was suspected 
clinically. 

Tuberculosis is much more frequent among the colored women 
than white women. In our series all but 2 of the cases were in 
colored women. Tuberculous salpingitis occurs during the pe- 
riod of greatest sexual activity of the woman, that is, especially 
between the ages of twenty and forty. However, we had one 
patient who had the disease at the age of fifteen. Occasionally 
tuberculous salpingitis does occur in young girls. The frequency 
of tuberculous salpingitis with active sexual life may bear some 
direct relation with the alternate congestion and anemia of the 
tube occurring with each period. Congenital maldevelopment 
of the internal genitalia seems to predispose to tubal tuberculosis. 
Merletti found 28 cases of tuberculosis of the uterus out of 80 
cases of hypoplasia. A family history of tuberculosis is present 
in a large proportion of the cases. Greenfield reports 22 per cent. 
with a positive family history. Three out of our 11 cases also 
showed a history of either brother or sister having died of tuber- 
culosis. A large number of the cases, in fact, most of our cases 
(that is, 6 out of the 11) gave a history of sterility. This frequency 
of sterility is noted by other authors. Whether sterility is due 
to the tuberculosis, or a sterile condition predisposes to tubercu- 
losis is a question that we are not prepared to answer. It is im- 
probable, however, that there is a definite connection between 
the two. The onset of the disease is said to be associated in a 
large number of cases with some phase of uterine activity, such 
as an abortion, childbirth, or the onset of menstruation. 

The relation of tuberculous salpingitis to tuberculosis in other 
portions of the body is a questicn that has excited a great deal of 
discussion without any very definite conclusion. Antecedent 
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history of tuberculosis, such as an old pulmonary lesion, pleurisy, 
or bronchitis, is often present. In only 1 of our cases (No. 6) 
was there a definite antecedent history, the patient having been 
treated for phlyctenular conjunctivitis. An x-ray was made 
from the lungs of this patient, and evidence of tubercular in- 
volvement of the lungs were found. In none of the other cases 
was evidence of tuberculosis in other portions of the body found. 
The two points which have aroused a great deal of controversy 
are, first, whether tuberculosis in the tube is primary or not. It 
is generally held that while primary tuberculosis may occur, it 
is extremely uncommon. The other question, the relation to 
tuberculosis of the peritoneum, brings up a very much disputed 
question as to the mode of infection of the tube. It was thought 
at one time that most of the tuberculous infections of the tube 
were due to an ascending infection extending up from the lower 
genital tract, a theory supported by Cohnheim. The weight 
of opinion at the present time is that while such an ascending 
infection may occur, it is extremely uncommon. The two most 
common modes of infection are either by way of the blood-stream 
or by an extension from a process situated in the peritoneum. 
It is probable that the latter is more frequent than the former, 
but here again there is a great deal of difference of opinion among 
different authors. In the hematogenous mode of infection the 
course implies that there is a primary focus somewhere else in the 
body from which tubercle bacilli have escaped into the general 
blood-stream. The objection to this theory is that in many cases 
of tuberculous salpingitis no definite primary focus can be found; 
however, it is well to bear in mind the fact that failure to demon- 
strate a primary focus does not exclude the existence of such a 
focus, inasmuch as it may be too small to produce physical signs, 
while, again, it may have disappeared by the time the secondary 
process in the tube has developed to the stage where it has re- 
sulted in operative interference and its recognition. 

There is no question but what a tuberculous salpingitis may 
lead to an infection of the peritoneum. On the other hand, it is 
much more likely that infection occurs more frequently in the 


other direction, that is, from the peritoneum to the tubes. Wei- 
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gert has shown that when large numbers are introduced into the 
peritoneal cavity a general tuberculous peritonitis occurs, and 
when small numbers of bacteria appear in the peritoneum they 
produce a localized peritonitis about the pelvic peritoneum. It 
has also been shown that foreign particles which are introduced 
into the peritoneal cavity tend to gravitate into the recto-uterine 
pouch, and from this they may be aspirated up into the tubes. 
This aspiration is brought about by the action of the cilia and 
the muscular movement of the tube in the same way as the ova 
are drawn into the tube. It’is held by many that this is the 
means by which tubercle bacilli escaping into the peritoneal 
cavity may get into the tube without producing a definite peri- 
toneal tuberculosis, and these organisms, finding in the tubal 
mucosa a point of lowered resistance, developed the lesion in the 
mucosa or submucosa. The only method by which constant 
success in experimental tuberculous salpingitis is obtained is the 
injection of tuberculous material directly into the tube of the 
guinea-pig. Other methods have -ealways given inconsistent 
and inconstant results. 

Tuberculous salpingitis is usually bilateral, being present in 
both tubes in all of our cases, though it may be unilateral. It 
usually occurs more frequently on the right side than on the left. 
Furthermore, the tubes are more frequently the seat of tubercu- 
losis than any other portion of the female genitalia, the uterus 
and then the ovary being involved in this order of frequency. 
The ovary, as just noted, is more rarely involved; however, it 
does occur occasionally. The relation of tuberculosis of the 
tube to that of the ovary in the female bears essentially the same | 
relation as that of the epididymitis in the male to tuberculosis 
of the testicle. However, while in men tuberculosis of the-kidney 
and genito-urinary tract is commonly associated with tuberculosis 
of the genital organs, such association is very rare in woman. 

In a certain group of cases tuberculous salpingitis resembles 
nothing but a chronic thickened tube such as any other chronic 
salpingitis does, and cannot be distinguished from a chronic 
pyogenic infection. In a second group of cases tuberculous 
salpingitis resembles an ordinary chronic pyosalpinx. The tube 
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is enlarged. The distal end is occluded. It often has a general 
sausage shape. The lumen of the tube is filled with thick green- 
ish-yellow pus and the inner wall shows a caseous area and cellu- 
lar friable granulomatous tissue. In fact, the inner wall may 
have an encephaloid appearance. In most cases typical tubercles 
are not present, or, if present, they are about the fimbriated end 
only. The fimbriated end may be open, though Williams reports 
closure in 50 per cent. of his cases. In the third group of.cases 
the serosa may be covered with numerous tubercles. This type 
is more frequent in cases where there is a general tuberculous 
peritonitis with a secondary extension over to the tubes. The 
most common gross form which is noted in our cases is the pyosal- 
pinx. Occasionally cystic formations may be present and often 
become very complex. Apparently they arise from a fusion of 
the various adhesions present over the surfaces of the tube, and 
represent nothing but secondary tuberculous inflammatory re- 
actions, such as were noted in Case VI. ‘There is another type 
of reaction which is quite striking in a number of our cases, and 
is mentioned by a number of other authors, and that is the neo- 
plastic type of tuberculous reaction. That is, the type in which 
there is a marked epithelial hyperplasia, so marked as to lead 
to the formation of adenomatous structures protruding into the 
lumen of the tube. Some of these structures are so irregular 
and appear so invasive as to suggest a malignant change. In 
fact, some authors speak of these as precancerous lesions; how- 
ever, the association between this condition and a cancer has 
not been definitely established and is probably accidental rather 
than etiologic. 

In all of our cases the diagnosis was based upon specific his- 
tologic changes. No stain for tubercle bacilli were made. As 
a general rule the histologic diagnosis is very simple. Usually 
there are well-circumscribed caseous tubercles, especially in the 
mucosa. There is usually an endosalpingitis, perisalpingitis, 
occurring in a certain group of cases. The muscularis is rela- 
tively rarely affected. In some cases the reaction is much more 
diffuse, typical giant-cells being embedded in an epithelioid trans- 
formation of the stroma. In other cases the caseation is much 
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more prominent, while the entire inner surface of the tube may 
be lined by caseous material supported by tuberculous granu- 
lation tissue. Occasionally there is a more chronic type of 
granulation tissue containing giant-cells with a considerable 
amount of fibrous tissue. Many of the tubercles may be fibrous 
in type. All of these forms may be present in a single tube at 
the same time. Usually one form predominates. The caseous 
and the miliary types are both common, and the mucosa is the 
main seat of the change. In fact, in most cases there is an 
“endosalpingitis pseudofollicularis tuberculosa” as it is called 
by some German authors. Frequently there is a very marked 
epithelial hyperplasia, irregular edematous folds, and numerous 
crevice-like spaces lined by epithelial cells. The epithelial cells 
are often very irregular, the nuclei show numerous atypical forms, 
but the general appearance does not suggest a malignant change. 
In fact, most of the cells tend to show regressive rather than pro- 
liferative changes. In some cases the larger and older tubercles 
are seen primarily in the muscularis, suggesting a hematogenous 
infection. Kafka regards this as a distinguishing point between 
a hematogenous and peritoneal infection; in the latter the in- 
volvement being mainly in the mucosa and submucosa, in the 
former, in the muscularis. 

Certain lesions are quite commonly associated with tubercu- 
lous salpingitis and are worthy of mention. Occasionally there 
is an acute appendicitis, especially a periappendical reaction. 
Adenomyomata are also fairly frequent. In these cases there 
has been considerable discussion as to whether the glandular 
growth is secondary to tuberculosis or whether the adenoma was 
primary and predisposed to a tuberculous infection. The former 
seems more likely. Again, myomata are rather frequently 
found, being noted in 20 per cent. of the cases in one group of 
statistics. ‘lhey are present in 3 of our cases. Cystic ovaries are 
very commonly reported, but it is doubtful whether there is any 
definite connection between the two. Carcinoma is alsc re- 
ported in the association with tuberculous salpingitis, but a true 
malignant change is probably very rare, and when it does occur 
it is very doubtful if it bears a definite relationship with the tuber- 
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culous salpingitis. Tuberculosis itself produces such a markedly 
atypical adenomatous change that a diagnosis of malignancy 
should be made with considerable reservation. It should be 
regarded as an inflammatory hyperplasia. Pelvic abscesses 
are also frequently reported in connection with tuberculous sal- 
pingitis. These abscesses frequently lead to fistula formation, 
and healing is often delayed and troublesome. The postopera- 
tive results are often relatively stormy and may result in abdom- 
inal fistula. 

The symptoms are often very obscure. There is usually 
abdominal pain and tenderness, especially in the lower part, but 
it is not severe. In fact, it may be absent and only a sensation 
of weight in the pelvis obtained. Some of the patients come in 
complaining only of a mass in the abdomen, some loss of weight, 
and occasionally some elevation of the temperature. Occasion- 
ally night-sweats and chills are complained of. As a general rule 
severe constitutional symptoms do not occur unless there is an 
associated general peritonitis. There is usually a tender pal- 
pable mass in the vaginal fornix. Amenorrhea is reported in a 
certain number of cases and other menstrual disturbances are 
sometimes reported. Sterility is frequent in married patients. 
Often there is an obscure abdominal pain for months, with pains 
radiating into the lower back. Leukorrheal discharge is usually 
present. Physical examination of the chest and other portions 
of the body usually fails to reveal a primary focus tor the tuber- 
culous lesions. 

A prognosis after removal of the tubes is good as long as the 
tuberculous process is limited to the pelvic adnexa, but it becomes 
grave when there is active tuberculosis elsewhere, when there is 
a pre-operative elevation of temperature, and when there is ex- 
tensive involvement of the peritoneum. 

Perhaps the most striking characteristic of tuberculous sal- 
pingitis is the absence of distinctive and characteristic clinical 
symptoms, simulating a low-grade infection and often showing 
relatively slight destructive lesions. Abundant adhesions are 
commonly found. This lack of striking characteristics accounts 
for the frequency with which a clinical diagnosis is not made. 
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Only 13 per cent. of the cases at Johns Hopkins Hospital were 
diagnosed clinically according to the recent report of Greenberg. 
Furthermore, the mere gross inspection of the tube fails to reveal 
the true nature of the disease in most cases. As a general rule 
where there are markedly active histologic changes and rapidly 
growing tissue the clinical symptoms are much more severe than 
in those cases where there is more marked fibrosis histologically, 
at least this is the impression obtained from the study of the 
cases in our list. It is, however, rather hazardous to attempt 
to correlate the severity of clinical symptoms with the extent of 
histologic or gross anatomic changes in a given case. Occasion- 
ally a severe clinical case may show relatively slight changes in 
the tube, though this is not the rule. 
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CLINIC OF DR. MERVIN T. SUDLER 


THe Bett MemoriAt Hospitar 


PAROTITIS FOLLOWING ACUTE SUPPURATIVE 
APPENDICITIS 


PATIENT is a young woman thirty-one years old, who was 
seized with an acute attack of appendicitis thirty-six hours before 
operation. Her pulse had risen to 96, the leukocyte count was 
20,000, of which 88 per cent. were polymorphonuclear forms. 
The temperature was 101° F. 

Under gas-oxygen anesthesia the abdomen was opened by a 
transverse McBurney incision. The appendix was found ad- 
herent and retrocelic. The base of the appendix was freed, li- 
gated, and buried with a Gould stitch. In separating the appen- 
dix an abscess was opened which contained about 10 c.c. of pus. 
The portion of the appendix which had not sloughed was removed, 
drainage inserted, and the incision closed. In thirty-six hours 
the abdominal symptoms were satisfactory, but the right parotid 
region became sore and tender and the patient’s temperature 
rapidly rose to 104.4° F. (mouth), 105° F. (by rectum). Twelve 
hours later the left parotid became swollen, though the fever 
never again reached the height of the initial rise. 

The abdominal condition has healed without complications or 
unusual symptoms. The right parotid returned to normal in 
eight days. The left has remained hard and more or less painful 
for fourteen days. The pain was aggravated while lying down 
and was partially relieved by a sitting posture. The patient 
also complained of some pain in the ears, and for the first week 
the patient expectorated a sticky purulent material which de- 
creased rapidly and completely disappeared a week before the 
swelling subsided. 
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The situation was complicated by the existence of mumps in 
the adjoining residence. The patient states that she had mumps 
when seven years old. The question of whether the patient is 
suffering from epidemic parotitis or the form which supervenes in 
acute abdominal conditions immediately arose. However, with 
the history of having had the epidemic form and the fact that she 
was an adult suggested the diagnosis of acute parotitis following 
abdominal inflammation. 

The occurrence of parotitis following abdominal conditions of 
various kinds has been reported quite frequently. It occurs with 
sufficient frequency and with grave enough symptoms to arouse 
interest. Dyball has given us the most careful study of this con- 
dition, which he calls “celiac parotitis.” Blair and Padgett have 
given in a recent article an analysis of 58 cases. It occurs 
after injuries to the urinary tract, disease or injury of the 
alimentary canal, disease or injury of the abdominal wall, 
peritoneal pelvic cellular tissue, and disease and injury of the 
generative organs. The time of its appearance varies from 
twenty-four hours to two or more weeks, and a few cases are 
reported where it developed much later. Both glands are in- 
volved in about 30 per cent. of the cases. 

The severity of the symptoms varies from a simple enlarge- 
ment with moderate pain to gangrene and death, in exceptional 
cases. Dyball had such a case develop on the fourth day follow- 
ing an operation for acute appendicitis. There were no unusual 
abdominal symptoms. Abscess (practically unknown in mumps) 
develops in about one-half of the cases. 

Four theories have been suggested in explanation of its occur- 
rence: 

1, The pyemic. 

Z. Oral sepsis. 

3. Reflex. 

4. Toxic. 

The pyemic theory explains the condition on the basis of 
blood-borne infection. The theory of oral sepsis explains it on 
the basis of transmission of bacteria from the mouth up the ducts 
to the glands, and there giving rise to inflammation. The reflex 
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theory presupposes some dilation and metabolic changes in the 
gland due to the irritation of sympathetic nerves in the abdomen. 
As there are no known facts in normal anatomy or physiology to 
form a basis of this explanation, it will not be referred to again. 
Dyball suggests as the possible cause certain toxic substances 
present in the blood which are derived from (a) certain organs 
modified by injury or disease, or (b) microbic origin, or (c) de- 
ranged digestion, and that in cases where abscesses develop a 
secondary invasion by. organisms either directly from the mouth, 
up the ducts, or through the blood-stream occurred. 

In 1916 Rosenow and Dunlap reported an epidemic of ap- 
pendicitis and parotitis probably due to streptococci contained in 
dairy products at the Culver Military Academy. There were 
34 cases of parotitis and 8 of appendicitis. However, appar- 
ently the two lesions did not develop in the same individual. 
From four of the appendices streptococci were cultured which 
gave rise to parotitis and appendicitis in rabbits in varying 
proportions, showing that these two organs had a very similar 
affinity for this particular organism. From some samples of 
butter and cheese organisms having similar specific properties 
were isolated. 

Rosenow’s work on the specific action of morphologically 
similar bacteria has been very ably confirmed by Haden, using 
his own technic on cultures made from freshly extracted teeth. 
He believes that the slight variation in the oxygen tension of the 
various organs is the simple explanation of the selective action by 
the bacteria. In the cases reported by Rosenow there seems to 
be a marked susceptibility of the appendix and the parotid to the 
same strain of streptococci. If it is possible to reproduce various 
definite lesions of joints, eyes, kidneys, heart, stomach, etc., by 
bacteria obtained from cultures taken from the teeth or tonsils 
there is no reason why the same result should not be obtained in 
cases of infection in the abdominal organs, and from this it would 
seem that the preponderance of the evidence is in favor of select- 
ive bacterial invasion by organisms carried by the blood-stream, 
just as the weight of evidence is in favor of most infections of the 
appendix being of hematogenous origin. 
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The symptoms of the patient before you would seem to be in 
accordance with this explanation, though unfortunately there 
was no immediate bacteriologic examination of the appendix. A 
section from the appendix stained for bacteria shows: Large 
numbers of single cocci; many pairs and occasional chains of six to 
eight organisms. ‘These stained positively by the Gram method. 
The pus obtained from the ducts showed a short chain, non- 
hemolytic streptococcus. Forsee reports a case with an abscess, 
the pus from which gave Staphylococcus aureus in pure culture. 
So apparently the cause is not limited to the streptococci alone. 

It is evident if this idea of its cause be correct nothing can be 
done that will prevent it. Fortunately, it is not a common com- 
plication. There is a possible chance of secondary or pri- 
mary mouth infection, and under any circumstances of health or 
disease a clean tongue and teeth are of great importance, and 
under these conditions might serve to decrease the severity of 


the symptoms. 
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CHOLELITHIASIS, CHRONIC CHOLECYSTITIS, AND 
CHOLANGITIS 


THE patient is a stout woman forty-nine years old. She has 
had 11 children, 7 of which are living and well. Her teeth, 
tonsils, urine, blood, heart, and blood-pressure are negative. 
Eight months ago she had a supravaginal hysterectomy for 
fibroids, and a large ventral hernia resulted. She entered the 
hospital primarily to have this repaired. This was operated upon 
three weeks ago, and at the time the gall-bladder was palpated in 
order to obtain accurate information concerning the abdominal 
symptoms of which she had complained for about fifteen years. 
The gall-bladder was found free from adhesions, normal in size, 
and except for the fact that five or six calculi could be palpated, 
nothing abnormal could be felt. The stomach and other organs 
were negative. This gave us an opportunity to co-ordinate the 
symptoms with the pathology for the three weeks intervening 
between the operation for the hernia and the operation for the 
removal of the gall-stones. 

The symptoms of which she complained are as follows: About 
fifteen years ago she began to have pain in the upper part of her 
abdomen, sharp, sticking in character, and these pains came on 
without any reference to meals. They apparently started in the 
stomach and then spread to the right side, back, and chest. 
They would last from one-half to one hour and then disappear. 
Afterward the right side of the abdomen was quite sore and tender 
on pressure. Finally any pressure in this region would excite 
the pain. Active exercise of any kind would cause it also. She 
was never jaundiced. She was never nauseated unless she drank 
cold water at her meals, which on several occasions made her 
vomit. Along with this pain in her stomach she had a great deal 
of gas in the intestines and belching. As far as she knew no 
fever accompanied these attacks. She has never had typhoid 
fever. 
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The abdomen is opened by a Bevan incision; the gall-bladder 
and edge of the liver come plainly into view. The condition of 
the gall-bladder is unchanged from the former examination, 
though we now have the opportunity of seeing it as well as feeling 
it. The calculi can be felt as before. The ducts and head of the 
pancreas are exposed and examined and found negative. In this 
patient this is relatively easy to do, since there are no adhesions 
and the exposure is good. Therefore, by standing on the left 
side and palpating with the right hand, we can make a very 
accurate examination. On the other hand, where there are 
adhesions and where the head of the pancreas has been inflamed 
one can only be sure of the absence of stones by passing a probe 
into the duodenum and palpating along the probe. The gall- 
bladder is definitely whitish instead of the normal slaty blue 
color, showing that in the past considerable inflammation has 
been present and that the thickening of the gall-bladder has 
resulted. This change in the translucence of the gall-bladder 
is characteristic of cholecystitis and is caused by the thickening 
and increase in the connective-tissue elements of the outer wall; 
usually leaving the mucosa unchanged. Inasmuch as the mucosa 
should be the first part involved if the infection came directly 
from the bile, the location of the pathologic changes supports 
the idea that the large and intimately connected lymphatic 
vessels of the liver and gall-bladder furnish the usual route of 
infection. The edge of the liver also is rounded and somewhat 
irregular, showing that the inflammation has not been confined 
to the gall-bladder, but extended to the liver also. While this 
condition is usually much more pronounced in calculi of the 
common duct, a careful examination of the liver in most cases of 
cholecystitis show that a cholangitis has also.existed as in this 
case. Peterman states that this is true in approximately 65 
per cent., but this is evidently very much too low. At the time 
of operation it is recognized by the edge of the liver becoming 
rounded and blunt, and often irregular instead of thin and even, 
and evidences of the formation of scar tissue in other portions. 
The presence of cholangitis also shows itself before operation 
by the enlargement recognized by Riedel. According to Graham, 
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this begins as a pericholangitis, and this, in turn, leads to the 
infiltration and increase of connective tissue in the periportal 
and interlobular spaces. As the gall-bladder is badly damaged 
and the patient in good condition, we shall remove it. This 
was done from above downward. The cystic duct was doubly 
ligated with chromic catgut, then with a piece of plain gut over 
which a small soft-rubber drainage-tube was slipped. The flaps 
on each side of the gall-bladder were then stitched across and the 
incision carefully closed, using figure-of-8 stitches for the peri- 
toneum, muscle, and fascia. The calculi are the usual type, 
composed largely of cholesterin stained by bile salts, but contain- 
ing no lime salts. As to the cause of the symptoms: The direct 
cause was undoubtedly the cholecystitis and cholangitis, and it 
would be of great interest to know whether the formation of the 
gall-stones preceded or followed the inflammatory symptoms. 
Our rather extensive experimental evidence is somewhat contra- 
dictory as to the relation between cholecystitis and cholelithiasis. 
Cholesterin calculi have been produced experimentally by the 
introduction of massive doses of colon and typhoid bacilli directly 
into the gall-bladder. This is more apt to occur if the wall of the 
gall-bladder is damaged. In other words, it is possible experi- 
mentally to cause a precipitation of the cholesterin by infection. 
It is also possible to cause it by the introduction of cells from 
mucous membrane or foreign bodies, and as the.bile salts are 
necessary to hold cholesterin in solution, a reduction in the per- 
centage of these or the increase in the percentage of cholesterin 
might also cause it. 

In pregnancy where there is an increase in the cholesterin 
content of the blood and bile and some stasis naturally accom- 
panying the inaction of this condition, it is not difficult to believe 
that a mild infection of the bile or lack of normal balance be- 
tween the cholesterin and bile salts would start their formation, 
and that, once formed, they, by their irritation, assist in develop- 
ing the cholecystitis and cholangitis. In this instance our guess 
would be that formation of the stones preceded any marked in- 
fection of the gall-bladder or liver, but that once started it be- 
came a vicious circle, and while the symptoms were never acute 
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or very severe, they were sufficient to cause marked pathologic 
changes. Babcock found that the same general type of infection 
gave rise to the development of a myocarditis which is frequently 
serious; this is absent here. We also know that the ultimate 
elimination of the products of protein destruction by the kidneys 
are dependent upon the normal function of the liver, and one 
cannot view these changes from cholangitis except as capable of 
producing serious results. 

Gall-bladder surgery is serious and dangerous, and the gravity 
and danger is largely due not to the condition of the gall-bladder, 
but the damage which has been done to the liver itself, the oppor- 
tunities of infection from the bile and the increased danger of 
producing shocks caused by the manipulation of the organs in 
the upper abdomen. This last, of course, emphasizes the neces- 
sity of gentleness in manipulation. In regard to the anesthetic, 
much greater muscular relaxation can be secured by the use of 
ether, and where the patient is in good condition we always use 
it. When there is evidence of systemic intoxication, jaundice, 
and failing kidney function, then gas-oxygen with perhaps a very 
small amount of ether is chosen. In this patient we are using 
ether. 

In conclusion I should like to emphasize the extreme com- 
plexity of the pathology and symptoms of gall-bladder disease, 
the absolute need of careful individual study, and in case of opera- 
tion proper preliminary preparation particularly in the presence 
of jaundice, and the operation itself should be performed as gently 
and with as little manipulation as possible. 

The result of the examination by the pathologist (Dr. Wahl) 
was as follows: Cholelithiasis, chronic cholecystitis, and toxic 
hepatitis (the last diagnosis was made from the examination of 
some liver tissue, which adhered to the gall-bladder when it was 
removed). 





LACTATING INTRACANALICULAR LIPOMYXOFIBRO- 
ADENOMA OF THE BREAST 


PATIENT is a negress thirty-six years old. Two years ago the 
left breast began to enlarge. It decreased slightly after the 
birth of the child. Six months ago she gave birth to another 
child and lactation has been continuous now for two years. The 
tumor enlarged rapidly and has now reached very large propor- 
tions. There has been no pain, though some itching. The in- 
creased weight (1700 grams) has caused some discomfort by 
pulling. ‘The skin is not adherent and the axillary nodes are not 
enlarged. She has been in fair health, though she has lost a little 
weight. The blood and urinary findings are negative. Clinic- 
ally this is apparently a benign growth. However, when it is 
remembered that 80 per cent. of all tumors of the breast are 
malignant and that this percentage increases rapidly as the age 
of forty is reached, we shall take the precaution of having this 
diagnosis confirmed by a frozen section and microscopic examina- 
tion. 

A small portion was then removed and sent to the pathologist 
(Dr. Wahl), who reports that there is no evidence of malignancy. 
Therefore a plastic operation was carried out, using a Warren 
incision and preserving the nipple and leaving a breast almost the 
same size as the other, so the mutilation will be reduced to the 
minimum. An examination of this tumor shows that it is un- 
usual. Itis very large, and when cut across markedly cystic, with 
the cysts filled with milky fluid, yet it is very evident that it is 
not “chronic cystic mastitis,’’ concerning which Bloodgood has 
so ably written recently. This condition is much more diffuse 
and often scattered throughout the breast. The remainder of 
this breast and the one on the left side are apparently normal. 

Gross Pathology (Dr. Wahl).—The specimen consists of an 
unusually enlarged cystic encapsulated tumor mass derived from 
the breast (Figs. 754,755). It weighs 1700 grams and measures 18 
to14by 10cm. It is fairly well encapsulated and has a lobulated 
arrangement. There is a piece of skin attached to one side 
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measuring 21 by 14 cm. This skin is loose and is not attached 
firmly to any part of the underlying tumor tissue. One section 
of this tumor presents a very complicated and unusual picture 
made up of larger and smaller cystic spaces many of which show 
large irregular finger-like processes projecting into the lumen. 
Some of these cysts are as much as 3 to4cm. in diameter. Most 
of them contain a milky secretion. The cross-section through 
this cystic tumor mass shows that it is composed of two main 


Fig. 754.—Massive lactating intracanalicular lipomyxofibroma of the breast. 


parts having an inner portion which is fairly well encapsulated 
and separated from the outer portion. This inner portion 
measured 10 cm. in diameter and it differs in appearance from 
the surrounding portion. It is composed largely of fat, which 
has a mottled pale yellow and gray appearance with numerous 
cystic cavities within it, many of these cysts containing the same 
milky secretion noted above. This mass is entirely surrounded 
by a gray translucent tissue mottled with pink. It contains 
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numerous cystic spaces which in places communicate with one 
another. This surrounding tissue has a lobulated appearance 
and numerous cysts suggesting glandular tissue. On the other 
hand, the appearance of the larger internal mass suggests a fatty 
tumor or a lipomyxoma. The lumina of many of the cysts show 
irregular papillary processes protruding into them, though, in 
general, the walls of the cysts are smooth and there are areas of 
necrosis. The bulk of the tissue surrounding the internal mass 
is coarsely lobulated and resembles lactating breast tissue. 
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Fig. 755.—Cross-section of tumor: X indicates the tissue shown in the section. 


Histologic Pathology.—The architecture is that of a cystic 
adenomatous growth with numerous papillary processes pro- 
truding into the lumen of these cysts forming a structure com- 
monly designated ‘‘intracanalicular adenofibroma” of the breast 
(Fig. 756). There are numerous large irregular cystic spaces 
lined by one or two layers of cylindric epithelial cells; outside of 
this the stroma contains numerous smaller gland acini many of 
which contain an albuminous secretion suggesting lactation. In 


other places these solid nests of cells suggest a beginning malig- 
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nancy, though in a general way the architecture is nearly normal. 
The stroma varies. In some places it is fibrous in character, in 
other places it has undergone a marked hyaline degeneration, 
and in still other places there is a striking tendency to assume a 
myxomatous or mucoid type of stroma. The stroma in some 
places is extremely cellular, containing many spindle-shaped 
cells. In other places there are very few. Certain areas show 
a marked inflammatory reaction in which there are numerous 
polymorphonuclear leukocytes. In many places this tissue is 


extremely vascular, and many newly formed widely dilated 
blood-spaces are present. In other areas this vascularity is 
entirely absent. There are some areas of necrosis. The mucoid 
areas are extremely striking. In these areas the stroma is made 
up of reticular fibrous tissue which takes a basic stain rather than 
an eosin stain. Typical lobules of lactating acini are seen sepa- 
rated from each other by bands of fibrous tissue. 

Diagnosis.—M assive lactating intracanalicular lipomyxofibro- 
adenoma of the breast. There is a large lipomyxomatous in- 
tracanalicular fibroma apparently included by the main tumor 
mass. No evidence of malignancy. 





CLINIC OF DR. H. J. McKENNA 


St. Mary’s Hospitat 


FRACTURE OF PATELLA. “MOBILE” METHOD OF 
TREATMENT 


HERE is a man who entered the hospital January 3d with a 
fractured patella. He is twenty-nine years old and a railroad 
fireman. While walking across the street he was struck by an 
automobile and knocked down. On trying to rise he found that 
his right knee was injured and he could not useit. «-Ray showed 
a comminuted fracture of the patella. This patient was put to 
bed and a supporting splint applied to the posterior surface of 
the leg. He was operated on January 10th, and you see him now 
two months afterward, walking with a cane and using the right 
leg with almost as much freedom as he uses the left. 

It is not by any means uncommon to read in the literature, to 
hear spoken of in clinics, and to see practised the so-called opera- 
tion of “wiring the patella.” This method of repairing in open 
operation a fractured patella is, as I say, quite common. Let me 
say now that the operation done on this man you see here today 
was not a “wiring” operation. The so-called “wiring of the 
patella” I have never done. My first operation on a fractured 
patella was done in 1915, and the same operation was done at 
that time as was done on this man and the same after-treatment 
given. 3 

Most surgeons are skeptical or even hostile when we speak of 
the after-treatment we employ in these cases. Only last week 
I saw an excellent surgeon wiring a fractured patella and follow- 
ing the operation the leg was put in a plaster cast. This form of 
after-dressing we have never used in a fractured patella. We 
advise and practice early active and passive movements of the 
knee-joint. I mean actually this, specifically this. We begin 
flexion of the operative joint the day of operation, immediately 
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following the operation, the next day, and all subsequent days 
until recovery. We advise, encourage, and insist upon voluntary 
movements of the injured leg. That is, have the patient attempt 
to flex the leg under its own muscle power. We use no casts, 
no splints, no supports of any kind following the operation, only 
the plain gauze dressing surrounded by a bandage. When the 
external or skin wound is healed, all dressings are removed. 
Massage and active and passive motion are practised each day 
a little more vigorously. Don’t misunderstand, the leg is not 
fully flexed from the first day, but only gently massaged, and 
mild flexion, only a fraction of a degree, which day by day is 
increased, a little more flexion each day. 

This man who was operated on January 10th was up in a 
wheel chair on January 22d and on crutches January 25th. He 
left the hospital February ist on crutches; he came back here 
on March 20th using a cane. As you see, he can walk as well 
without the cane as with it. The cane he claims he uses only for 
the sense of security it gives. Flexion here under its own muscle 
power is to a right angle and extension is complete. When one 
considers that wiring the patella followed with a plaster cast 
which is left on for an average of five weeks before even massage 
is begun, we consider that a far more crippling procedure than 
the one followed in this case. The cperative procedure followed 
in this case is the one followed by us in all fractured patelle. 

A curved transverse incision is made over the center of the 
joint down to the site of the fracture. The blood-clots which 
are usually found in these cases are flushed out with a stream of 
saline. A purse-string suture of No. 3 chromic catgut or kan- 
garoo-tendon is thrown around the entire patella including all 
fragments; in this case there were three, it being a comminuted 
fracture. This purse-string suture is drawn taut and tied lat- 
erally, pulling all the fragments together. Care is taken that 
no tissue fragments from the torn capsule are allowed to inter- 
vene between the patella fragments. Also care is taken by the 
aid of forceps that while pulling the curse-string suture taut the 
fragments meet and come into their best apposition. Following 
the first purse-string suture a second one is placed and tied on 
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the opposite side. Following the purse-string sutures, beginning 
laterally and alternating, sutures are taken in the capsule and 
tied, bringing the capsule and quadriceps in approximation, 
a running suture is placed over this along the rent in the capsule, 


ee 


Fig. 757. 


the skin sutured, and gauze dressing applied. Mild and gentle 
manipulation is then begun and practised on all succeeding days. 
We believe we get quicker and better functional results and less 
trophic changes in this method of joint immobilization after ope- 
ration. 
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Our attention was first called to this so-called “mobile” 
method of treating fractured patella by Dr. E. Wyllys Andrews, 
of Chicago, in his clinic at Mercy Hospital in 1914. It looked 


Fig. 758. 


logical to us, and we took his word for the results. We first 
practised it in 1915, which, as I have remarked above, was my 
first case, and have practised it ever since, and thus far have no 
reason to change. 





COMPOUND FRACTURE OF BONES OF FOREARM WITH 
GAS BACILLUS INFECTION AS A COMPLICATION 


Tus Italian boy aged seven years came into the hospital 
June 15, 1921, giving a history of having fallen and injuring his 
left forearm. The left forearm showed on examination a com- 
pound fracture of both bones just above the wrist. The wound 
was cleaned with a 5 per cent. phenol solution and tincture 
of iodin and débridement done. There was no separation of 
tendons. The fractures were reduced and a posterior splint 
applied with a bandage. Antitetanic serum given. The next 
morning the hand and arm were swollen and temperature was 
102§°F. The intern, on seeing this swollen condition, thought 
it due to too tight bandaging, so loosened the bandage. In the 
afternoon of the same day the intern became suspicious of some- 
thing besides too tight bandaging as the cause for the swelling and 
peculiar condition of the tissue. Dr. E. L. Miller saw the case, 
and suggested multiple incision along the arm, which the intern 
made. ‘The next morning I saw the patient. He had had the 
arm immersed in hot boric solution. There was a peculiar odor, 
and to those who have smelt the odor of gas bacillus the condition 
was readily recognized. The incisions made previously in the arm 
had not gone through the fascia. The fascia was then incised, 
and the muscles, which had a peculiar parchment-like feel and 
crackle, bulged out; the hand and lower third of forearm were 
markedly shriveled. The arm was again immersed in hot boric 
acid solution. The afternoon of this same date the boy’s 
temperature went to 104y5° F. The hand and forearm were 
more markedly shrunken. The following day (June 18th) the 
patient was markedly toxic, temperature 104.8° F., and pulse 
160 or above. It was decided that a guillotine operation as near 
the shoulder-joint as possible was the only procedure left as 
an attempt to try to save his life. There was crackling in the 


tissue of axilla and around the shoulder. 
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The patient was taken to the operating-room, and under ether 
anesthesia a guillotine operation done 2 inches below the joint. 
Three rubber drainage-tubes fenestrated several places were 
run from the point of the shoulder, sides, and axilla down to 
the site of amputation. The patient was in the operating-room 
five minutes from start to finish. He was then removed to his 
bed and irrigation of peroxid of hydrogen begun through tubes. 
Oxygen was injected into tissue by means of needles attached to 
rubber tubing connected to oxygen tanks. 

Oxygen was injected into the tissues, beginning a consider- 
able distance from the shoulder, down about the waist line and 
over to midline of chest and back, gradually working toward 
shoulder. Injections were given twice daily. Irrigations of 
peroxid of hydrogen were given every two hours. Patient’s 
temperature the following day went to 102° F., and then on the 
21st it went to 1025° F. From that time on both pulse and 
temperature became normal. This patient was up in a wheel 
chair on the 22d, but peroxid of hydrogen irrigations and the 
oxygen were kept up. The tubes were removed on the 23d and 


the irrigations continued through tube sinuses. The oxygen in- 
jections were discontinued on the 23d. This patient went on to 
a recovery. On July 18th skin-flaps were dissected up and the 
bone cut off about an inch up and the flaps brought down over 
stump. 

It was probably a mistake in judgment on our part in waiting 
as long as we did before doing the guillotine amputation. 








EXOPHTHALMIC GOITER WITH ACUTE MYXEDEMA 
COMPLICATING POSTOPERATIVE CONVALESCENCE 


SURGEONS are about the only members of the profession who 
consider that most forms of goiter require surgical treatment for 
their permanent relief. We say most forms of goiter because 
there is one form or type of goiter, the so-called colloid or adoles- 
cent goiter, occurring in girls up to the age of twenty-three which 
surgeons feel is not surgical. Marine and Kimball have really 
done a monumental work in demonstrating that this type of 
goiter is subject to cure and prevention by the proper administra- 
tion of iodin. The prevention of this type of goiter means vastly 
more than the elimination of cervical deformities. It means, 
in addition, the prevention of those forms of physical and mental 
degeneration, such as cretinism, mutism, and idiocy, which are 
dependent on thyroid insufficiency. Further, it is possible that 
it would have some influence in preventing the development 
of thyroid adenomas; these adenomas, for all we know, may be 
due to the same stimulus which causes the colloid enlargement. 
These adenomas, once their growth is initiated, are not controlled 
by iodin. The fact that adenomas possibly develop from fetal 
rests is another indication that they may be due to the same 
stimulus as the colloid. We know the simple endemic or colloid 
goiter most commonly develops during one of three periods, 
namely, fetal life, around the age of puberty, and during preg- 
nancy. So if we have iodin influencing the simple or colloid 
goiter that may develop during fetal life, so also it may influence 
the adenoma which probably develops at this period and possibly 
from the same stimulus. 

However, this case that we are presenting here is not one of 
these types, but the exophthalmic type, and from now on we will 
try to confine our remarks to this type. It is this type that is 
considered more particularly by surgeons as a strictly surgical 
disease, in that surgery will give the earliest, the best, and the 


most permanent results. 
1611 











1612 H. J. MCKENNA 


The facts upon which the feeling against operative treatment 
for exophthalmic goiter are based seem to be, first, the permanence 
of operative results have been questioned; second, these cases 
have been considered notoriously bad risks, and third, numerous 
non-operative procedures have been exploited. These views 
have fostered an aversion to operation which has resulted in 
harm to many patients. With these preliminary remarks we 
will proceed with the case at hand. 

This girl, aged twenty-two, gives a history of having had in- 
fluenza three times, the first time in 1918. She had diphtheria 
two years ago and tonsillitis many times during childhood. She 
had quinsy following the diphtheria. Her tonsils are out now. 
In January, 1921 she began to-notice shortness of breath and 
palpitation of the heart, which she attributed to her gain in 
weight. These symptoms became so annoying that she had to 
leave school. Her home doctor saw her and told her she had a 
goiter. He put her to bed on a light diet. She remained in bed 
six weeks, during which time she lost in weight, from 125 to 110 
pounds. Her pulse on going to bed was 140; this gradually 
came down to 110. After getting out of bed she again gained 
weight and pulse again creeped up to 135. Her shortness of 
breath came back on her, and she noticed considerable weakness 
on exertion. She still has attacks of palpitation, frequent head- 
aches, and attacks of melancholy. She is very nervous and very 
sensitive, gets hot quickly, and perspires easily and frequently. 
Her blood-pressure is systolic 142 and diastolic 82. Pulse-rate 
135. Some exophthalmos. The patient says she has always had 
prominent eyes. She has a marked tremor of hands. 

She entered the hospital June 4th. On June 5th her basal 
rate was plus 32. Her pulse-rate 120. She was fut on light 
diet, and kept in bed. On June 11th another basal rate was run 
and it was plus 36. Her pulse was 96. She was operated June 
13th under gas-oxygen anesthesia. The regular collar incision 
was made through skin and platysma; the fascia split centrally 
and muscles retracted, not cut. The thyroid gland was exposed 
and brought forward with tenacula. Four-fifths of the right 
lobe and two-fifths of the left lobe with isthmus were removed. 
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Section of thyroid showed hyperplastic goiter with areas of 
necrosis or degeneration. Patient was returned from the operat- 
ing-room in considerable shock, her pulse was 160. Hypodermo- 
clysis of saline with digalen and morphin were given. Hypoder- 
moclysis was given by the gravity method and was continuous. 
On June 14th her temperature went to 102.8° F. and she was 
surrounded with ice-bags. It then dropped to 100° F. On 
June 14th froctoclysis of 5 per cent. glucose and 3 per cent. so- 
dium bicarbonate was begun. She gradually improved. 

From the first she was never able to retain anything on her 
stomach. On June 14th she complained of headache and sleepi- 


‘ ness, very apathetic, pulse very slow; she would fall asleep while 


the neck was being dressed in sitting position. Skin dry. We 
took these symptoms to be due possibly to an acute myxedema 
from a too sudden drop in metabolism. Thyroid extract, gr. 
5, was ordered to be given three times a day. Her sleepiness 
and apathy after three days began to clear up. From this time 
on her convalescence was normal and she was up in a wheel chair 
June 27th. A basal rate was run June 28th and was plus 4. She 
left the hospital July 3d. Whether or not these symptoms of 
apathy, sleepiness, headache, etc., were of a truly myxedematous 
origin we cannot definitely state, but we could find no other cause 
for them, and therefore take this condition to be due to the sudden 
drop in metabolism. Acute myxedema, we are well aware, is a 
rare sequel of thyroidectomy, and this is our first experience with 
such a case. 


CLINIC OF DR. JOHN G. HAYDEN 


St. LuxKe’s Hospitat 


THREE CASES OF TRAUMATIC SURGERY 


I wisH to present for your consideration 3 cases which have 
proved rather unique in my experience, and I hope will be of 
interest to you. 


CASE I. TRAUMATIC VENTRAL HERNIA WITH INJURY TO 
MESENTERY 


W. C. B. Male. Age twenty-three. Weight 135 pounds. 
Switchman. Admitted to St. Luke’s Hospital August 8, 1921. 
Discharged August 31, 1921. 

Complaint.—Severe pain and tumor of abdomen. 

History of Trouble.—Patient has always enjoyed the best 
of health, working every day. August 8, 1921, about 11 P.m., 
while working between two cars on a curve, was caught through 
abdomen and small of back by “deadwood” on ends of cars. 
Was pinned between the cars, and it was not until the cars were 
pulled apart that he was able to extricate himself. 

Was not able to stand after the cars separated because of 
extreme pain in his abdomen and weakness, and he fell to the side 
of the tracks. Taken immediately to St. Luke’s Hospital, where 
he arrived about 12.30 a.m. On admission his pulse was 74, 
temperature 97.6° F. He was suffering considerable pain in his 
abdomen, felt cold, and on examination a hernia about the size 
of a navel orange was protruding subcutaneously through the 
abdominal wall, just below the umbilicus. The skin covering 
the tumor mass was excoriated and badly bruised. Bowel was 
demonstrable to palpation in the tumor. 

Operation.—_Immediate operation was decided upon, and 
under ethyl-chlorid-ether anesthesia a transverse incision 5 
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inches long was made over the swelling. Immediately, on cutting 
through the skin, small gut came into view. Both recti were 
plainly visible, the anterior and posterior sheaths having been 
torn, as was also the fascia and peritoneum. 

Much ‘to my surprise, very little, in fact, practically no 
hemorrhage was found. On stripping the small bowel a piece 
of ileum 6 inches in length, from which the mesentery had been 
torn, was found. The bowel itself gave no evidence of injury. 

The patient being in good condition, a complete operation 
was decided upon, and the bowel from which the mesentery had 
been torn was excised and a lateral anastomosis made. 





Site of 
” ; injury 
Site of 
injury 


Fig. 761. 


Closure of the abdominal wall was made in layers, using 
twenty-day chromic gut,. following the principles of the Mayo 
operation for umbilical hernia. Rubber tissue drain in sub- 
cutaneous tissue. 

Immediate postoperative condition was fair. Pulse 110. 
Respiration 20. 

Was placed in Fowler’s position, given morphin, and normal 
salt solution by Murphy method. 

Bowels moved with enema on the second day; on the third 
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day the pulse and temperature reached normal, and his recovery 
following this was without incident, other than a very superficial 
slough of the injured skin: This healed promptly under a screen 
cage and electric light. Skin sutures out on twelfth day and 
allowed to get up. 

After returning to his home he gradually became more active 
and he was able to return to his usual occupation in two months 
from the date of his injury. He has worked steadily since. 

On September 6, 1921 he was given a barium meal and an 
x-ray taken of his intestinal tract. From the film it was impossi- 
ble to tell where the anastomosis had been made, other than 
what appeared to be a slight hesitation at one point in the prog- 
ress of the barium shadow. 

Result.—Cured. 

Comments.—The favorable outcome of this case is attributed 
largely to the fact that there was practically no bleeding and 
early operation. 

The photograph shown was taken September 15, 1923. He 
is entirely well. In connection with this case I wish to report 
another case of traumatic hernia. 


CASE Il. TRAUMATIC HERNIA OVER CREST OF RIGHT ILIUM 


A.M. Male. Switchman. Ageforty. Weight 230 pounds. 
. Admitted to St. Luke’s Hospital December 6, 1909. Discharged 
December 17, 1909. Re-admitted December 28, 1909. Final 
discharge January 24, 1910. 

Complaint—1. Extreme weakness. 2. Severe pain in 
right lower quadrant of abdomen. 3. Pain in left thigh. 

History of Trouble.—States he has always been in good gen- 
eral health. December 6, 1909, while switching cars, was caught 
between a box-car and loading dock and rolled. Unable to 
stand because of severe pain and weakness after being removed 
from between car and loading dock. Was taken immediately 
to St: Luke’s Hospital. 

Examination.—On admission he showed considerable shock, 
was cold. Pulse rapid. 


* General.—Negative. 
VOL. 3—102 
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Local.—Was very tender to pressure over his left hip and 
right lumbar region. Ecchymosis showing in these locations. 

Treatment.—Was put to bed and restoratives administered 
and treated locally with heat. Required morphin for the relief of 
pain. 

He promptly recovered from the immediate effects of his 
injury and left the hospital on the eleventh day, able to walk, 
but still lame where he had been injured. 


Fig. 762. 


Subsequent History.—Five days later he came into my office 
and I found just above the crest of his right ilium a tympanitic, 
partially reducible tumor mass about the size of an adult fist (Fig. 
762). The injury to his left thigh proved to be only a bruise. 
At this time the secondaries of syphilis were also noted. 

Diagnosis.—Traumatic hernia. 

Operation.—December 29, 1909 (twenty-three days following 
injury), under ether anesthesia, a longitudinal incision was made 
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over the bulging mass above the crest of the right ilium and bowel 
was encountered subcutaneously. The muscular attachments 
to the crest of the ilium had been torn off slick and clean. 

Inasmuch as operation had been delayed as long as it was, 
the bowel, principally cecum, was adherent in the subcutaneous 
tissues. The incision was extended upward until normal ab- 
dominal wall was found and the peritoneal cavity entered. It 
was fairly easy, once within the abdomen, to free the torn edges. 
of the peritoneum and bowel and to return the bowel to the ab- 
dominal cavity and close the peritoneum. As would naturally 
be expected, the muscles which had been torn from their attach- 
ments had retracted, and this was found to such an extent it was 
impossible to bring them again to the crest of the ilium without 
undue tension. Consequently the incision was extended down- 
ward and a flap of fascia lata with its attachment to the crest 
of the ilium was reflected upward and the torn muscles and fascia 
sutured to this, using twenty-day chromic gut. Subcutaneous. 
drainage. The wound healed without infection. After two 
weeks in bed and under antisyphilitic treatment the patient was 
allowed to sit up. The suture of the abdominal muscles to the 
fascia lata held, and on discharge from the hospital twenty-seven 
days after the operation there was no bulging. He passed from 
under my observation, but I heard from him later and saw him 
again. At this time there was a hernial protrusion anterior to 
where he had his original hernia. 

This man never returned to his usual work, but the last I 
heard from him, about five years later, he was conducting a small 
mercantile business. 

Result.—Improved. 

Comments.—Both these cases were genuine traumatic her- 
niz, and they ran true to form, illustrating that in this condition 
there are serious primary symptoms and possibly associated 
injury; that the hernia has no peritoneal sac and becomes irre- 
ducible in a short time. 
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CASE Ill. TRAUMATIC BURSITIS OF RIGHT PALMAR BURSA 


R. W. M. Age forty-four. Mechanic. Entered St. Luke’s 
Hospital November 29, 1922. Discharged December 27, 1922. 
Result: Improved: 

Re-admitted April 18,1923. Discharged May 31, 1923. 

Complaint.—Pain and tenderness in palm of right hand. 

History of Trouble.—Says he had always been in good general 
health and able to pursue his work as a mechanic up until the 
latter part of 1922. On October 25, 1922, while guiding a driving 
rod (weight about 4000 pounds) of an engine, on to pin, the strap 
on the jin pole broke, letting the driving rod fall about 30 inches. 

After the rod had fallen it tilted over, catching right hand 
between it and hub of drive wheel. Was able to get hand out 
without assistance. 

Immediately afterward his hand pained him some in the 
region of the fifth metacarpal bone, but he kept at his work. 
Next day his hand hurt him so much that he consulted a phys- 
ician, who put a pad in the palm of his hand and bandaged it 
tightly. This same day thinks he noticed swelling on the ulnar 
side, palm of hand. 

The pain in his hand persisted, being sufficient to keep him 
awake nights, and eleven days later he quit work because of the 
pain and swelling in his hand. Did no work and received no 
treatment for twelve days, when he again attempted to resume 
his occupation, but had to quit after two days. During this 
time had consulted a second physician, who put the hand in a 
molded plaster splint. He was wearing this when he entered 
the hospital. 

Examination.—General.—Negative. 

Local.—Just above the annular ligament on the ulnar side, 
flexor surface, of the right wrist, is a swelling about 1 inch in 
diameter and only slightly elevated above the skin level. When 
pressure is made over the swelling, which is moderately tender 
but not red, and the hand palpated below over the hypothenar 
eminence, a fluid, in which it appears small bodies are floating, 
is felt coursing beneath the annular ligament. Pressure over the 
hypothenar eminence reproduces the swelling in the wrist. 
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Blood and urine negative. 

Blood Wassermann negative. 

An x-ray of the hand made at this time was reported negative. 

First Operation.—November 30, 1922, under local anesthe- 
sia, the swelling above the annular ligament was aspirated and 
about 5 minims of a clear fluid withdrawn. 


Fig. 763. Fig. 764. 


This was examined micrcscopically and found to contain a 
few red cells, leukocytes, and large mononuclear cells. 

Postoperative Course.—The hand was again put in the splint, 
and in a few days he began soaking his hand in hot water. De- 
cember 23d he left the hospital, his hand not paining him, and 
with swelling and tenderness practically gone. His hand, how- 
ever, felt somewhat stiff. 
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Early in January, 1923 he awakened one morning to find his 
hand pained him again. Pain has persisted and swelling had 
returned when I saw him on March 9, 1923. At this time he 
was having as much distress as he ever had, and was again un- 
able to work. 

April 18, 1923 he was re-admitted to the hospital, primarily 
for acute alcoholism. On his recovery from this he was trans- 
ferred to my service. 

In order to demonstrate that the palmar bursa was involved 
the swelling above the wrist was injected with a 25 per cent. 
sodium bromid solution and x-ray films made. These showed 
“‘a shadow quite wide and extending practically along the entire 
length of the fifth metacarpal bone” (Figs. 763, 764). 

Second Operation.—April 24, 1923, under ether anesthesia, 
an incision was made into the swelling above the annular ligament 
and into the bursa below the annular ligament without dividing 
this structure. A bloody fluid escaped. No solid particles were 
found in the fluid, although before injection with the sodium 
bromid they had seemed to be present. Connection, between 
the parts opened, under the annular ligament was easily demon- 
strated with a probe. The walls of the bursa were considerably 
injected, but there was no evidence of pus. Curetage of the 
bursa was done and the wound closed without drainage. The 
day of the operation, i. e., one day following the injection of 
sodium bromid, a bleb ~ inch in diameter was noticed over the 
bursa. This was drained and an alcohol compress applied as 
part of the postoperative dressing. A plaster splint was molded 
to the hand and forearm. 

No infection of the operative wound or bleb occurred, but a 
moderately deep necrosis at the blister site occurred, which was 
slow in healing. 

He was discharged from the hospital forty-nine days after 
his operation as cured, his prolonged stay in the hospital being 
due to the slow healing of the slough at the bleb site. I have 
seen him since; he is working and is having no evidence of any 


bursal trouble. 
Comments.—The history, physical examination, x-ray, labora- 
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tory, and operative findings prove beyond doubt that this was a 
case of palmar bursitis, probably caused by his injury. It was 
thought “rice bodies” would be found in the fluid, but they were 
not present. Possibly the sodium bromid injection may explain 
this. 

The prompt recurrence of this man’s symptoms following 
simple aspiration and rest indicate that this treatment is not 
sufficient, and what happened in his case is what usually occurs, 
i. e€., prompt recurrence of the trouble. 

In order to affect a cure more radical means must be applied, 
and a destruction of the bursal walls accomplished. This may 
be done by thorough cureting or by packing the wound with 
gauze, allowing it to heal by granulation. 








CLINIC OF DR. CLARENCE B. FRANCISCO 


UNIVERSITY OF KANSAS, SCHOOL OF MEDICINE, DEPARTMENT OF 
ORTHOPEDICS 


PRESENTATION OF CASE OF TUBERCULOSIS OF THE 
KNEE ONE YEAR AFTER EXCISION OF THE JOINT 


Mr. E. D. (Hospital No. 11,644). This man was admitted 
to Bell Hospital January 6,1922. Discharged March 14, 1922. 

Diagnosis.—Tuberculosis of right knee. 

History.—Six years ago patient worked on a machine that re- 
quired using a lever with the side of his right knee, and observed 
that his knee was stiff and sore at times; had some swelling but 
not much disability, and continued-at work. Was treated here 
in the Dispensary-at that time (1916), having the knee strapped, 
and condition improved; then was worse for a while. He con- 
tinued having these relapses every few months, gradually getting 
more and more disability, but has been up and about all the 
time, although for the past six months has been on crutches and 
having considerable pain, some loss of weight, and a little fever. 

Physical Examination.—Well-developed and nourished man, 
weighing 142 pounds, comes in walking with a cane and crutch; 
right knee in flexion of 135 degrees, with only about 5 degrees 
motion, marked muscle spasm and capsular thickening; no 
abscess or sinuses; other joints negative, general condition fairly 
good. Wassermann negative; urine negative. 

x-Ray.—Shows erosion and bony destruction of both condyles 
of right femur, also head of tibia (Fig. 765). 

Family History—Negative for tuberculosis, cancer, and 
rheumatism. 

Past History.—Negative for disease or injury. Has been an 
athlete, his specialty being sprinting. 

Operation (January 10, 1922).—A curved incision was made 
on the anterior surface of the knee and carried down into the 
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joint. A great deal of tubercular inflammatory tissue was dis- 
sected out; the leg was flexed and a portion of the tibia sawed 
off, and also the condyle of the femur sawed off square, the car- 
tilage was stripped off the patella, the lower part of it approxi- 
mated with the tibia; the surfaces of the tibia and femur were 
then painted with pure carbolic acid and followed by alcohol; 
bleeding vessels were ligated and the incision closed in layers. 
The ends of the bone were sawed at such an angle as to permit 
15 degrees flexion when they were in perfect apposition. This 


Fig. 765.—Before operation. 


is the most important part of the technic. A plaster spica was 
applied in this position. 

Pathologic Report.—The section shows considerable acute and 
chronic inflammatory tissue with foci of lymphoid cells here and 
there. In some areas there are foci of epithelioid cells in the 
center of which there is some caseous multinucleated giant- 
cells, the picture being typical of tuberculosis. 

Diagnosis.—Tubercular synovitis and tubercular arthritis. 
(Signed, W. R. Wahl.) 

Progress Note (March 14, 1922)—This man’s knee is about 
in the right attitude, being about 165 degrees extension, union 
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fairly firm, but «-ray shows lack of calcification of callus. Told 
to wear a support for a year. 

This man came in today, March 17, 1923, or fourteen months 
after his operation, and these pictures were just taken (Fig. 766). 
You can see that he has a strong, firm, bony union. No motion 
can be demonstrated in his knee, and he has been symptom free, 
but has only been without the support for two and half months 
and still feels the necessity of protecting the joint. On the whole, 
his condition is satisfactory, and there is every indication that 


Fig. 766.—After operation. 


the diseased process has entirely stopped and there is not much 
danger of it ever flaring up again. 

Conclusion.—The early diagnosis of tuberculosis of the knee- 
joint in the adult is difficult. In my opinion any chronic con- 
dition of the knee with no other joint involvement, that has 
never been acute, should always be considered tubercular until 
proved otherwise, and that as soon as the diagnosis is established 
the joint should be excised, and it is not necessary to use any 
grafts or extra sutures to secure union if the surfaces of the tibia 
and femur are brought into perfect apposition. A support 
should be worn for a year. 








PRESENTATION OF CASE OF BONY ANKYLOSIS (FROM 
A NEISSERIAN INFECTION) OF KNEE-JOINT AFTER 
EXCISION, ILLUSTRATING COMPLETE FIRM UNION 
IN THREE MONTHS 


M. G. (Hospital No. 12,734). Colored. Age twenty-eight 
years. This patient was admitted to Bell Hospital January 1, 
1923. Discharged January 22, 1923. 

Diagnosis.—Bony ankylosis of left knee. 

History.—Twelve years ago left hand suddenly swelled and 
became painful, lasting two days, then right hand became painful 
and swollen for about three days, then left knee became swollen, 
painful, and stiff, confining the patient to bed for two months 
with extreme suffering; then she began gradually getting about, 
and has used a crutch since, not on account of pain but on account 
of deformity. 

Physical Examination.—Comes in walking with one crutch 
with left knee fixed in the attitude of 145 degrees extension, no 
thickening of the capsule, no spasm and no tenderness, but some 
atrophy of thigh and calf muscles; otherwise negative and is a 
strong and well-nourished woman, weighing 150 pounds. 

x-Ray.—Shows bony ankylosis of the knee-joint (Fig. 767). 

Wassermann negative. Urine negative. 

Operation.—Elliptic incision was made about the knee; knee- 
joint opened, a wedge-shaped piece of bone was removed in order 
to overcome the half-flexion, the wedge being fashioned in such 
a manner as to permit 10 degrees flexion when the ends of the 
bone were in perfect apposition. Wound closed in layers. 
Spica cast then applied. 

Pathologic Report.—Bone fragments, nothing found. (Signed, 
W. R. Wahl.) This patient came in today, April 7, 1923, or 
three months after operation, walking without ‘crutches, is en- 
tirely symptom free, but has been wearing her cast, which was 
just removed and these pictures made (Fig. 768). You will note 
there is firm bony union with just the right amount of flexion 
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and the patella is mortised in a position that gives great stability 
to the joint. We will allow all support to remain off and give her 
complete freedom of the leg. 

Conclusion.—This case illustrates the usual end-result of 
gonorrheal infection of the knee in a growing individual. The 
usual end-result in the adult is a fibrous ankylosis and a very 
painful joint, which, in my opinion, should be resected or mobil- 
ized. In this case we operated merely to straighten her leg, and 
did not consider a plastic operation for the reason that the muscles 


Fig. 767.—Before operation. Fig. 768.—After operation. 


that move her knee have been out of commission for twelve 
years and probably could not have been trained to again take up 
their function; also because she has not the time and finances to 
enter into a long questionable procedure. These points should 
always enter into the consideration of whether you will attempt a 
resection or a plastic operation. In doing a resection you know 
what your end-result is going to be, but in a plastic it is uncertain, 
and in this case I feel sure we have chosen wisely. 





CLINIC OF DR. ROBERT McEWEN SCHAUFFLER 


RESEARCH HOSPITAL 


SOME COMPLICATIONS FOLLOWING INTERNAL FIXA- 
TION IN FRACTURES OF THE FEMUR 


Our first case this morning is for a resection and suture of the 
external popliteal nerve, near the head of the fibula, for paralysis. 
This is only one of the many troubles to which this unfortunate 
patient has been subjected. A year ago he suffered a simple 
fracture of the left femur. He was treated frcm the start in a 
hospital by a general surgeon who cut down on the fracture and 
made an Albee slide inlay and then put the limb up in a plaster 
cast, which was replaced on several occasions. The patient 
suffered great pain in his leg and foot as well as in his thigh. At 
the end of five months, when I first saw him, he was still in bed 
at the hospital with a malunion of the femur and an inward an- 
gulation of 40 degrees (Fig. 769). The limb was mummified; 
there was a paralytic drop-foot with marked organic contraction 
of the tendo achillis; no evidence of power in the dorsal flexors of 
the ankle or toes. A tenotomy of the tendo achillis was made and 
the foot fixed at a right angle. The patient was then given 
vigorous physiotherapy for six weeks, after which the malposition 
of the femur was corrected by operation. It was deemed un- 
desirable to introduce any foreign material, even bone, if it could 
be avoided. A narrow V-shaped piece of bone was removed with 
the broad end outward, and the limb was pushed inward, frac- 
turing the inner callous bar which furnished an excellent backstop 
against reversing the displacement. Figure 770 shows the x-ray 
taken soon after operation, and Fig. 771 about seven weeks after. 
The patient was placed in a Thomas splint in bed, and after six 
weeks gotten up on an ambulatory splint. There was little ten- 
dency to displacement and the result was a sound, bony union ,on 
which the patient has been walking for four or five months. 
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After union of the fracture was assured, external heat, diathermia, 
and massage were used vigorously. There was some improve- 
ment in the circulation of the leg and the knee-joint was gradually 
flexed to 40 degrees. The external popliteal nerve was exposed 
over the head of the fibula, to which it was found to be adherent; 
it was freed and transplanted to a fat bed outside of the deep 


Fig. 769. Fig. 770. 


fascia. ‘There is no doubt that the injury to the nerve was caused 
by it being pressed too tightly against the head of the fibula 
by the plaster cast. After six months there has been no sign of 
recovery of the paralysis, and it is proposed now to resect the 
portion of the nerve which has been subjected to pressure and 
suture the fresh ends. There is some power in the calf muscles 
and the flexors of the toes, but the stiffness of the joints does not 
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permit of any considerable motion. The operation at this time 
is more or less a counsel of desperation. As far as the nerve is 
concerned it ought to succeed, but it is a question as to whether 
the muscles are not so completely wasted and converted into scar 
tissue that they will be unable to respond to any central impulses 
which may get through. We are all fam‘liar with that terrible 





Fig. 771. 


condition, known as “Volkmann’s ischemic paralysis,” in which 
the limb is contracted, painful, and useless. It seems that the 
muscles are converted into fibrous tissue, the circulation almost 
destroyed, and the nerve supply severely interfered with. We 
have found this condition caused by too tightly applied splints 
and bandages, or the limb swelling against inelastic bandages 
and producing the same effect. We know, however, that it can 
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occur as the result of hemotoma beneath the deep fascia making 
pressure on the vessels and nerves; and that it has occurred in 
some cases where no splints or bandages have ever been applied. 
Recent experiments by Dr. Barney Brooks, of St. Louis, have 
shown that when the arterial supply was left intact to a large 
muscle which had been isolated and the venous return almost 
completely shut off, the muscle underwent an intense round- 
celled infiltration, as if it were the site of an acute inflammation, 
and was then converted into a mass of scar tissue exactly like 
the condition found in Volkmann’s ischemic paralysis. It seems 
to me that I am constantly seeing lesser degrees of this ischemic 
paralysis or fibroses of limbs and that they are due to just the 
causes set forth above. Practically they are the result of too 
much manipulation or operation and interference with the cir- 
culation by retention in splints or casts which were applied too 
tightly. In a few cases they may be due to a hemotoma, often 
following a severe contusion or a simple fracture, and the trouble 
could have been prevented by incising the deep fascia and re- 
lieving the pressure. 

The second case which we have for operation this morning is a 
man fifty-four years of age who sustained a simple fracture of 
the femur eleven months ago. He was subjected to open opera- 
tion with the use of a metal band, which was followed by suppura- 
tion and long-delayed union with projection of one of the frac- 
tured ends, which was cut back by the doctor, finally resulting in 
malunion with persistent suppuration. The patient comes to me 
now with no hope of having the position of the leg corrected, but 
to get rid of the discharge. The x-ray (Fig. 772) shows that the 
bone at the apex of the spur is undoubtedly dead, but it is quite 
difficult to decide just how much other bone is dead or how much 
of it is newly formed bone. We will inject into the sinus a 
methylene-blue solution under some pressure, and hope that it 
may guide us to any deeper portions of necrotic bone. We ex- 
pose the angulated femur at the site of malunion by an external 
incision, and we see that here is quite a good-sized piece of bone 
which is dead and which we can pull away with the forceps. You 
see it is deeply stained with the methylene-blue. As we retract 
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further about the site of malunion no further dead bone can be 
seen, but there is a small tunnel going somewhere into the interior 
of the bone which is stained with the blue. We are now cutting 
through healthy bone with the chisel; after removing several 
thick shavings of bone you see we have come to an area which 
is stained blue, and by working around this a little more we are 


Fig. 772. 


able to remove a second sequestrum, part of which can be lifted 
out; there is a bit toward the inner side which is more or less en- 
tangled in the new bone and which we will remove with the small 
chisel. Now, when we mop out with salt solution, you see there 
is no more blue stain anywhere in the depth of the wound. If 
you look at the pieces of bone, laid out on this towel, you can see 
clearly the dead bone stained blue and the healthy bone, which 
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was removed to uncover the deeper parts of dead bone, a bright 
pink. The use of methylene-blue injection has been often helpful 
to me in recovering bits of dead bone which I might otherwise 
have left in and so failed to give complete relief. 

In the last year I have had 3 other cases, 2 of which were even 
worse than these we have seen this morning. All of them were 
simple fractures of the femur and were converted into compound 
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Fig. 774. 


fractures by the surgeon. Each resulted in delayed union, mal- 
union, and such injury to the soft parts as to constitute a perma- 
nent disability far worse than that due to the bad position of the 
bones. I think this can be stated almost as an axiom: “If you are 
not a master of external fixation any attempt to get away by in- 
ternal fixation of a simple fracture of the femur will incur serious 
danger of delayed union, suppuration, and malunion, with exten- 
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sive injury to the soft parts.’’ If you area master of external fixa- 
tion, then internal fixation is seldom necessary in a simple single 
fracture of the femur. The use of skeletal traction by ice*tongs 
enables us to handle a number of cases which we could not suffi- 
ciently control by skin traction.. About the only cases of simple 
fracture of the femur which should be operated upon are those in 


Fig. 775. Fig. 776. 


which the fractured ends are so irregular that, without exposure, 
there is little hope of even fair coaptation, and those in which 
there is muscle interposition. 

I have asked the mother of this little girl to bring her to the 
hospital this morning to illustrate a case in point where operation 
was absolutely necessary—a case of muscle interposition between 
fragments. This was a healthy child of three years who sustained 
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a transverse fracture of the lower end of the upper fourth, the 
bone being broken across a narrow rail by an adult falling across 
the thigh. The limb, which was at nearly a right angle, was 
straightened out and a horizontal extension used on a Bradford 
frame. The x-rays (Figs. 773,774) show that the fragments did 
not clear and did not touch; vertical extension was substituted, 
but still no reduction. Manipulation, under the fluoroscope, 


Fig. 777. 


under full anesthesia, failed to reduce the fracture and did not 
produce crepitus, proving that there was muscle interposition. 
Open operation showed muscle firmly snagged over the bone end. 
A small intramedullary splint of oxbone was inserted and the 
limb put in a plaster cast (Fig. 775). The third day the patient 
had a high temperature, and, fearing infection, I cut a window in 
the cast. Also, the cast became moistened with urine. There 
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proved to be no infection of the thigh, but there was a colon 
bacillus pyelitis. With the weakening of the cast by cutting the 
window and the partial softening by being moistened, external 
fixation was inadequate. At once the intramedullary splint 
broke and the ends of the bone began to side slip and angle 
(Fig. 776). The cast was not removed, but straightened out, 
and more splinting and plaster applied. External fixation was 
restored just barely in time and the functional result was perfect, 
as shown in Fig. 777. 








CLINIC OF DR. NELSE F. OCKERBLAD 


BEt~t MemoriAL Hospitat, UNIVERSITY OF KANSAS 
ScHooLt OF MEDICINE 


EARLY PAPILLOMA OF THE KIDNEY PELVIS 


HeEMATUuRIA is frequently a sign of tremendous importance to 
the patient. We are presenting today a patient who has had 
hematuria continuously for two years. We have had him under 
observation for little over a year in the Out-patient Urological 
Department. He states that there never has been a time in the 
past two years that his urine has not been bloody. There has 
been no pain either over the kidney region or referable to the 
bladder or urethra. There has been no dysuria or frequency. 
The one outstanding symptom is hematuria. The patient in- 
sists that the onset of this hematuria was two years ago following 
a strain of his back after lifting a piano. He says that blood in 
the urine was noticed for the first time the next morning. This 
patient could easily be classed as a case of essential hematuria 
and put on palliative treatment in the hope that the hemorrhage 
would clear up. The term “essential hematuria” means that 
we do not know the cause of the bleeding. It should mean, fur- 
ther, that it is most essential to find out why the patient has blood 
in his urine. About 80 per cent. of all cases of hematuria come 
under three heads, namely, stone, tuberculosis, tumor. From 
this one can readily see the gravity of hematuria and the urgent 
necessity for exhausting every means of diagnosis at hand in 
order to discover the basic cause. We are certain that this 
patient bleeds only from his left kidney. We have repeatedly 
cystoscoped him during the past year and the blood has always 
been found spurting out of the left ureter. A complete urologic 
examination has been done since the patient has been admitted to 
this hospital, summary of which is about as follows: 
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There is no obstruction in the ureter or prostate to a No. 24 
cystoscope. The bladder capacity is about 6 ounces. Several 
ounces of chocolate colored bloody urine was washed out of the 
bladder, and when the bladder was filled with clear media blood 


Fig. 778.—Pyelograms showing a double pelvis on the left with slightly 
blurred outlines. 


could be seen spurting from the left ureter. This ureteral os was 
readily catheterized and the catheter passed to the kidney without 
obstruction. Bloody urine was obtained from this left catheter. 
The right ureter was seen normally placed on the trigone and was 
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seen to spurt freely and normally, and was catheterized easily, the 
catheter passing up the ureter about 10 cm., but it would go no 
further. The urine from this right side was clear. The appear- 
ance time of the phenolsulphonephthalein was four minutes on 
either side. The right side put out 12} per cent. of the dye in 
twenty minutes. The left side, only about 2 per cent. Blood 
and pus were found in the specimen from the left. The right 
shows no pathologic findings. The importance of continuous 
bleeding cannot be overstressed. It is suggestive of kidney 
tumor, but stone as well as tuberculosis can do the same thing. 
Pyelograms were made. A study of these plates does not help 
very much in a positive way. On the right we have a normal 
pelvic outline. On the left there is a double pelvis. The outline 
is somewhat blurred, probably from movements of the diaphragm, 
and neither ureter is dilated. From these pyelograms one could 
rule out tumor, as there is no rotation of the kidney and no dis- 
tortion of the pelvis. As for a diagnosis, we are no nearer now 
than before. We have only these facts. We know this patient 
passes blood in the urine constantly and has done so for two 
years. We know it comes from the left kidney. We are sure 
the right kidney is a good functionating organ. We have ruled 
out stone, and although we find no acid-fast bacilli, we have not 
as yet positively ruled out tuberculosis. It is doubtful, however, 
if this is tuberculosis. The clinical picture is not right. Tuber- 
culosis seldom causes continuous, uninterrupted bleeding. 
Kidney surgery today is very much improved over what it was 
twenty years ago, but there are many unsolved problems. It 
would seem to be equally bad to not do enough as it is to do too 
much. The problem as to when to do a nephrectomy and when 
to temporize is not at all an easy one. In this case we are going to 
cut down on this kidney, believing that any patient who has had 
continuous bleeding observed over such a period of time is en- 
titled to the benefit of having his kidney examined in an explora- 
tory way. The patient has now been anesthetized and has been 
placed on the table with his right side down exposing the left loin 
and kidney region. A curved lumbar incision is made starting 
at the tip of the twelfth rib, curving forward and downward to 





1644 NELSE F. OCKERBLAD 


the level of the anterior superior spine. As we cut through the 
muscle layer we see the yellow fascia of Zuckerkandl exposed. 
This is cut through with the scissors and the hand introduced 
into the wound; the wound is now enlarged above and below with 
scissors, and the kidney is searched for. The kidney is found 
lying high up under the diaphragm. We find that it has some 
adhesions about it. After stripping these off it is evident we are 


ik 


Fig. 779.—Cut section of the kidney showing the papillary growth in the 
pelvis and also the double pelvis. 


dealing with a kidney with a short pedicle. It is rather difficult 
to deliver this kidney into the wound. The kidney itself appears 
like a fairly normal one. There is no evidence of pus, no palpable 
masses, except along the ureter. In palpating the ureter we find 
that there is a suspicious nodular substance present. On account 
of this history of bleeding and the suggestion that this might be 
malignant we will do a nephrectomy. 
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The ureter is stripped and palpated as far down as possible. 
We are cutting the ureter well below the masses that have been 
felt through it. The clamp is now applied to the vessels and the 
kidney cut loose. The kidney vessels are tied, each one separately, 
and the wound is closed layer by layer without drainage. The 
patient is being taken from the operating-room and is in good 
condition. We will now turn our attention to the specimen we 
have just removed. We will first open this piece of ureter we 
have and see what it contains. There is a small deep red tumor- 
like mass in the mucosa of the ureter and numerous purplish-red 
patches are present in the kidney pelvis as well. Undoubtedly 
it is this that has been causing this man’s bleeding. We are 
probably dealing with a very early papilloma of the kidney pelvis. 
We shall await with interest the report of the pathologist as to 
his microscopic findings. 

Progress of the Case, Discussion, and Pathologic Report.— 
Following is a copy of the pathologic report by Dr. Wahl, Patholo- 
gist at the University of Kansas School of Medicine: ‘“The speci- 
men consists of a section of the ureter which is open and measures 
3 cm. in length by 1 cm. in width. The mucosa is considerably 
thickened and there is some submucous hemorrhage. There is no 
hemorrhage on the surface. In addition, there seems to be a 
small, soft, hemorrhagic, flattened, warty, tumor-like elevation at 
one side measuring about 5 mm. in diameter. There is no ulcera- 
tion on the surface. The kidney measures 10 by 6 by 33 cm., and 
weighs 110 grams. It is of normal consistency. The capsule 
strips off with a little difficulty. The cortex has rather a pale 
brown color, showing small pin-point hemorrhages in the sub- 
stance of the cortex. There is also some congestion of the 
cortical vessels. The section cuts readily and the cortex measures 
from 7 to 9 mm. in thickness. The pyramids are about twice 
as thick as the cortex. There is a considerable amount of peri- 
pelvic fat. On opening the pelvis it is found to be divided into 
two distinct portions. One portion goes to the upper pole of the 
kidney and the other to the lower portion. And the wall of the 
mucosa is considerably thickened. There is abundant hemor- 
rhage just underneath the epithelial lining. In some places there 
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seem to be slight, somewhat congested, wart-like elevations, 
protruding above the surface, giving a somewhat velvety appear- 
ance. There is also considerable congestion and hemorrhage in 
the tissue immediately about the pelvis. A few pin-point hemor- 
rhages could be seen in the pyramids. These, however, were not 
very striking, being in more indirect contact with the calices and 





Fig. 780.—Drawing from microscopic section showing the papilloma described 
in the pathologic report. 


the mucous membrane about the calix. In the medulla at one 
side there is an opaque white nodule measuring 3 to 4 mm. in 
diameter, suggesting a cellular fibroma. 

“Histologic Pathology.—One of the sections taken through 
the ureter shows some hyperplasia of the epithelial cells in the 
mucosa, and underneath this layer of the mucosa there is a con- 
siderable area of hemorrhage. The walls, submucosa, and mus- 











EARLY PAPILLOMA OF THE KIDNEY PELVIS 1647 


cularis of the ureter are also considerably thickened and show ir- 
regular foci of lymphoid and small mononuclear leukocytes. In 
addition, along the outer portion there is more or less extensive 
diffuse hemorrhages. The mucosa is in several places more or 
less completely desquamated. In some places the leukocytes 
tend to cluster about small dilated capillaries. Many of the capil- 
laries are filled with hyaline thrombi. Thrombi are also present 
in some of the smaller veins both in the submucosa and through- 
out the walls of the ureters. In some of these small veins the 
thrombi show beginning organization. In another section there 
is a peculiar type of proliferation of the epithelial cells, these cells 
projecting down into the underlying tissue in the form of solid 
balls of polygonal or rounded cells, which are fairly well circum- 
scribed from the surrounding tissue. The basement membrane 
seems to be absent in some places. ‘The cells are, as a whole, 
uniform in appearance, though there is some irregularity. The 
picture somewhat suggests a beginning malignancy of a flattened 
papilloma of the ureter. These epithelial masses are rather 
diffuse along the entire section in one of the slides. In this loca- 
tion there is considerable ulceration of the mucosa and the same 
chronic inflammatory tissue throughout the wall of the ureter 
already noted. 

“The kidney shows very marked cloudy swelling effecting the- 
convoluted tubules. In some places the lumina of the tubules 
are entirely occluded by swollen cells. In other places the inner 
portion of the swollen cells are more or less disintegrated. The 
glomeruli are swollen. There are a great many more nuclei in the 
glomeruli tufts than is usual. The endothelial cells also appear 
to be swollen, and there are relatively few red blood-cells in the 
capillaries. Most of the capillary lumina seem to be obliterated. 
The intestitial tissue shows a few patches of slight increase in 
fibrous tissue; this however, is not marked. There is some con- 
gestion of the vessels, and in some places distention of the lymph 
vessels. The stroma in the medulla, particularly near the pyra- 
mids, show a peculiar myxomatous type of change with consider- 
able edema intervening. The tissue around the pelvis shows 
marked congestion and considerable diffuse hemorrhage resem- 
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bling a picture which is very similar to the ureter. The epithelial 
changes are also, as a whole, similar to that noted in the ureter. 
What are apparently hyaline casts are found in many of the 
collecting tubules. At one corner of the kidney in the section of 
the medulla there is a nodule composed of interlacing bundles of 
young connecting tissue, in other words, a small fibroma. There 
are some lymphatics which are enormously distended with a 
homogeneous, eosin-staining material. Fibrous tissue changes 
may be seen in some of the glomeruli, particularly in those areas 
where there is considerable increase in the fibrous tissue of the 
stroma.” 

Diagnosis.—Papilloma of the ureter and pelvis (multiple), 
chronic hemorrhagic ureteritis and pyelitis, also chronic tubular 
nephritis. 

This patient made an excellent recovery, wound healed by 
primary union, and the patient léft the hospital on the eighth 
day after the operation. He has returned to work and has been 
in perfect health ever since. We believe that in this case we 
happened upon a very early papilloma of the kidney pelvis. 
From the pathologic report we can see that we are dealing with a 
papilloma with a malignant tendency, if, indeed, there are any 
that do not have a malignant tendency. Needless to say, this is 
‘an extremely rare case. Authors who have searched the litera- 
ture and collected cases, report prior to this case 56 cases of papil- 
loma of the kidney pelvis. From the description of these other 
cases this case herewith presented is by far the earliest case of 
papilloma of the kidney pelvis that has yet been reported. These 
capillary tumors of the kidney pelvis are quite unlike the adeno- 
matous papillomas which sometimes grow in the substance of the 
kidney. Ordinarily these tumors of the kidney pelvis do not 
infiltrate the kidney substance, but tend to pass down the ureter. 
The etiology of these papillomas of the kidney pelvis is not any 
clearer than the etiology of papillomas anywhere. However, in 
this case we do not know whether there has been a chronic low- 
grade infection in this kidney pelvis and if this continued irrita- 
tion tended to give rise to a papilloma. We are satisfied that 
in this case we have done the right thing for this patient. We are 
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also satisfied that this papilloma was confined to the kidney pelvis 
and the upper portion of the ureter. The removal of this kidney 
undoubtedly cured this man. Had this been permitted to go on, 
it certainly would have escaped from the bounds which held it 
and gotten into the bladder or extended through the ureter and 
attack other organs. It is not infrequently observed that these 
papillomata, which certainly resemble bladder papillomata, may 
suddenly change their character and become very malignant. 
They may have early metastasis after having changed their form. 
This is a very fortunate case. It is one of those cases where the 
surgeon feels satisfied that radical measures were justified. On 
the other hand, had we removed this kidney for hematuria and 
found no pathology, we would have felt that we had made a mis- 
take and had not done the fair thing by the patient. So we see 
the problems in kidney surgery are not at all simple. Many times 
judgment must be given at the time of operation. If the surgeon 
is wrong either way the patient may suffer and may even pay 
for the mistake with his life. 
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PARAFFIN FOREIGN BODY IN THE BLADDER WITH 
CALCULOUS FORMATION 


WE have for operation today a patient who has complained of 
painful and frequent urination for the past four months. He is, 
as you see, a white male. He gives his age as fifty-nine years. 
He has a frequency of every fifteen minutes, with strangury. 
The frequency is about as bad at night as it is in the daytime. 
He has noticed blood-stained urine at times. Frequent and 
painful urination is pathognomonic of no particular disease of the 
urinary tract, but is common to a vast variety of such maladies. 

An attempt was made to cystoscope this patient before he 
was sent to this hospital, but this was apparently not successful, 
as no pathology was discovered. The patient was cystoscoped 
yesterday. The urethra admitted a No. 24 French cystoscope 
without difficulty, there being no obstructions in the urethra or 
prostate. There was no residual urine. The bladder capacity 
was 100 c.c. The patient complained bitterly of pain on dilating 
the bladder with fluid. There was no prostatic collar, and there 
was no enlargement of the prostatic gland to rectal palpation. 
Reposing in the most dependent portion of the bladder (the 
patient in a prone position on his back) was seen a rough caiculus 
of moderate size. The ureters were seen normally placed, the 
openings being greatly dilated. ‘The mucous membrane through- 
out was greatly inflamed and was rolled up into great velvety 
ridges. 

Following the cystoscopy the patient was taken to the x-ray 
room, where the bladder was filled with 15 per cent. sodium 
bromid solution; 110 c.c. of sodium bromid solution was intro- 
duced. The patient complained of a great deal of pain from this 
dilatation of the bladder. Before the sodium bromid was intro- 
duced, however, a plate was taken. Sodium bromid plates were 
made in stereo. A study-of the x-ray plates which we have here 
reveals to us a calculus which is not as dense as one would have 
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believed from the cystoscopic picture and which casts only a 
faint shadow; however, it is well defined. There are no pouches 
or diverticula seen in the stereo plates of the injected bladder. 
The striking feature about this roentgenogram is that the dilated 
ureters have permitted the opaque media to mount up to the 
kidney pelves on either side and outlining them well. You will 
note that the ureters are both dilated. 


Fig. 781.—x-Ray of the bladder showing the calculus. 


From the foregoing discussion it can be seen that we have 
made a diagnosis of calculus in the bladder and that we are about 
to do a suprapubic lithotomy. The question of operability of 
this patient arises. We must ask ourselves whether or not the 
patient is a good surgical risk. We have here before us a rather 
thin, poorly nourished patient of about the stated age. The 
physical examination is essentially negative. The urine con- 
tains a trace of albumin, it is acid, and the specific gravity is 
1.020. It also contains on microscopic examination red blood- 
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cells and many pus-cells. There are no casts present. The 
blood-pressure is 130 systolic, 86 diastolic. The red blood-count 
is 4,840,000, with 85 per cent. hemoglobin, 11,000 white blood- 
cells, 70 per cent. polys., coagulation time is two minutes. In 
addition to this he has a blood urea of 18 milligrams per 100 c.c.; 





Fig. 782.—Cystogram in which the sodium bromid solution has mounted up 
the dilated ureters and outlined the kidney pelves. 


phenolsulphonephthalein output was 40 per cent. for the first 
hour. 

A patient with the above findings should be a fair surgical 
risk for the operation which we are about todo. Were it not for 
the fact that he is an extremely irritable, nervous type of a per- 
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son, who apparently is unable to control himself by his own 
volition, we would perform this operation under local anesthesia. 
However, in this case we prefer gas anesthesia. The patient 
now having been anesthetized, we will proceed at once to open the 
bladder. Our assistant has placed the catheter in the urethra 
and is washing out the bladder with sterile water. The incision is 
now made in the midline just above the symphysis pubis, upward 
toward the umbilicus about 8 cm., cutting through the skin and 
fascia and exposing the rectus muscle. This sheath is incised, 
the muscle turned aside, and we are down to the bladder cover- 
ings. Our assistant now fills the bladder with fluid and the 
bladder mounts up into the wound. We strip the peritoneal 


Fig. 783.—The paraffin body which fits perfectly in a fragment of the calculus 
that had formed about it. 


reflexion and expose the bladder, which we identify by its tortu- 
ous veins. We are dealing with a small contracted inflammatory 
bladder. We now seize the bladder by two stay sutures which 
we have placed and make an incision between them. The fluid 
with which the bladder has been filled pours out, and three 
foreign bodies have floated out which we will put aside for further 
examination. Sweeping our fingers around the bladder we dis- 
cover no pouches or diverticula; however, the ureters are very 
much dilated and will admit the tip of the index-finger. We feel 
a calculus in the dependent portion of the bladder. This is in the 
shape of several fragments. These we are removing. All the 
fragments of the calculus being removed, we will proceed with 
the closure. The tube is now secured in the bladder by purse- 
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string sutures, and a cigarette drain is placed in the space of 
Retzius and the wound closed layer by layer. The anesthetist 
reports that the patient is in good condition, is already awake, 
in fact, and is ready to be taken from the operating-room. 

Let us now turn our attention to these peculiar bodies which 
floated out of this bladder. The fact that they floated out in- 
dicated they were much lighter than the water with which we 
filled the bladder. One can readily see that they are composed 
of some waxy substance, probably paraffin. The fragments of 
the calculus have the appearance of a shell which, in fact, it is, 
as they can be fitted over the largest of the three pieces of paraffin. 
We must now alter our diagnosis to include “foreign body in the 
bladder.” The paraffin evidently acted as a nucleus or a foreign 
body and the phosphatic deposits were laid down upon it. This 
is a very unusual condition. Paraffin ordinarily does not act in 
such a manner. It is difficult to see how urinary salts would 
stick to a waxy surface like paraffin. .There have been several 
cases of paraffin foreign body in the bladder reported in the 
literature. The problem of how these paraffin lumps get into 
the bladder is not always easy of solution, and certain facts which 
the patient may have will be necessary before we have the answer. 
Paraffin is absolutely foreign to the human economy. It must 
be introduced from the outside. Cases have been recorded in 
which paraffin has been found in the bladder having been intro- 
duced by an attempt to cure a hernia by injection of this sub- 
stance. Paraffin has also been introduced into the urethra by 
persons with perverted sexual tastes. Dr. Ernest G. Mark re- 
cently told me about a case of his in which he twice removed 
paraffin bodies from the same bladder, although the patient 
denied any knowledge of how these bits of paraffin were intro- 
duced. 

Discussion of the Progress and Outcome.—The patient was 
rather unruly and of a very nervous and restless type, and some 
time during the first night after the operation pulled the tube out 
of his bladder. However, he made good progress until about 
the fourth operative day, when his temperature began to rise. 
At this point we obtained some very interesting history which 
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threw light upon how this paraffin got into the bladder. The 
patient stated that he had been an alcoholic for years, and that 
just about a year ago he and some friends of his had a drinking 
party which lasted about a week. When he began to sober up 
from this he noticed an intense burning in his urethra. This 
brought to his mind the relief he obtained some eighteen years 
before from some soluble bougies which were introduced into his 
urethra for a urethritis he had at the time. He had been taking 
treatment from some advertising doctor. He stated that for 
many years he kept these soluble medicated bougies on hand, 
and occasionally used one. Not having any of these bougies at 
the time, he proceeded to make some by cutting long strips from a 
paraffin candle. These he made cylindric by rolling them be- 
tween the palms of his hands and introduced two or three of these 
into the urethra. He was fortunate in the selection of the 
paraffin, as it evidently had a low melting-point and slipped 
readily into the bladder. This very interesting bit of history 
confirms our notion that when paraffin is found in the bladder it 
must always have been introduced from the outside. 

As soon as the patient’s temperature began to rise we again 
checked his blood chemistry, and found that his blood urea had 
risen to 96.67 and the blood chlorids had fallen to 380; creatinin 
was 1.8. He gradually became more toxic and died in coma on 
the seventeenth day after operation. An autopsy was obtained 
and a summary of the report by Dr. Wahl follows: 

“The lungs showed evidence of metastatic pyogenic infection 
with areas of healed tuberculosis and large healed caseous nodules 
together with bronchopneumonia. Both kidneys were enlarged 
and the perirenal capsules found to be adherent and to contain 
a small amount of pus. Numerous small abscesses measuring 
from 1 to 3 mm. were found on the surface of the kidney and 
extending into the cortex. There was no evidence of a chronic 
nephritis. The ureters were distended, but soft and not infil- 
trated. There was found a large abscess at the base of the blad- 
der with a marked pericystitis.” 

The anatomic diagnosis as given by Dr. Wahl reads: 
“Acute and chronic hemorrhagic and diphtheric cystitis, 
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perivesical abscess, suppurative nephritis with embolic abscesses 
of the lung, bronchopneumonia, parenchymatous degeneration 
of the heart, liver, and kidneys, edema of the lungs, chronic 
nephritis, atrophy of the spleen, chronic pleurisy with adhesions, 
anthracosis, fibroid nodule, purulent bronchitis.”’ 

Summary of the Discussion.—This case is a very interesting 
one from several viewpoints. In the first place, we operated on a 
man with resistance greatly lowered from chronic alcoholism. 
Again, we have a patient who had a very severe grade of cystitis; 
much more severe than we had believed at the time of operation. 
Owing to the bladder condition the kidneys were not catheterized 
and checked separately, so we might have overlooked the possi- 
bility of an infection that should have been cleaned up in advance. 
It is usual for these cases to clear up at once as soon as the bladder 
is properly opened and drained. We have in the next place the 
condition as above stated, complicated by a foreign body in the 
bladder which had been incrusted with a phosphatic deposit, and 
further we had what should probably and properly be called a 
congenital dilatation of the ureters. Whenever ureteral openings 
are found large enough to admit the tip ot the index-finger, the 
ureter not being diseased or the walls thickened by inflammatory 
process, one is almost forced to the conclusion that they have 
always been in this condition. We know that congenital mal- 
formations of the urinary tract are notoriously subject to infec- 
tion. It is conceivable that in this case we might have had an 
ascending infection by direct extension up the mucosa. How- 
ever, we need no such explanation to account for the end-result. 
Undoubtedly there was a pericystitis with abscess formation, 
the organisms from the abscess being carried to all the organs of 
the body, and death resulted rather from generalized septicemia 
than from kidney failure. 
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CHRISTIAN CHURCH HOSPITAL 


RAYNAUD’S DISEASE; TROPHIC ULCER; PERIARTERIAL 
SYMPATHECTOMY 


THE case to be presented is a man, age thirty-three, complain- 
ing of a chronic painful ulcer of the left great toe. See also the 
color changes in all the toes and the fingers (Fig. 784). All the 
extremities are both subjectively and objectively cold. His feet 
and toes are painful, excruciatingly so when chilled. There has 
never been actual frost-bite. 

This tendency to cyanosis and pain and coldness in the ex- 
tremities has been present for three years, and has been variously 
diagnosed. Three years ago he was treated for rheumatism, at 
a later time for weak arches; also for chilblains; for osteomyelitis, 
and for syphilis. He has had four negative Wassermann reac- 
tions. His teeth and tonsils and sinuses have been investigated 
without result. The ulcer on the toe appeared six months ago 
following a small scratch, and has been operated on twice without 
improvement. You note that there is no inflammatory zone and 
no granulations. The edge is crater-like, 7. e., a trophic ulcer. 

Examination.—Family and personal history negative. Gen- 
eral condition good. Hemoglobin, 85 per cent.; reds, 4,200,000; 
whites, 8200. 

Urine negative. 

Blood-pressure.—Left arm, 132/74; right arm, 118/74; left 
leg, 164/110; right leg, 160/98 (popliteal). 

Blood-sugar, 100 mg. to 100 c.c. 

Allergy tests, by Dr. W. W. Duke, response to fruits and bac- 
teria, no majors developed by retest. 
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Locally.—We see the ulcer described, the nails are clubbed, 
the extremities cold, painful, and cyanotic. Pressure on the 
cyanosed area gives a dead white, returning to the previous color 
by very slow degrees from the periphery. Elevation modifies the 


Fig. 784.—Raynaud’s disease; trophic ulcer; periarterial sympathectomy. 


cyanosis slowly but not completely and dependency exagger- 
ates it. 

Diagnosis.—Raynaud’s disease, with trophic ulcer. 

Operation Proposed.—A LeRiche periarterial sympathec- 
tomy on the femoral arteries. 

This operation is “on trial,’’ and has had some success in this 
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condition and others which are assumed to be caused by arterial 
spasm or other disturbances due to involvement of the peri- 
arterial sympathetic nerve-fibers.’ 

Other conditions mentioned by LeRiche for trial are: causal- 
gia, painful stumps, posttraumatic contractures, and edemas, 
ischemic sequels and tropho-edemas, trophic sloughs, varicose 
eczemas, scleroderma, and sclerodactylia, alopecia, etc. The 
operation has been practised in Kansas City by Binnie and by 
Owens. The latter reported cases to the Kansas City Academy 
of Medicine last year. Time will show whether previous claims 
are too broad. Also whether the previous assumption is correct, 
i. e., that the principal vasoconstrictor sympathetic nerve-fibers , 
if not all, run in the sheath and adventitia coat of the principal 
artery and whether fibers cross lower down from the posterior 
tibial nerve, at the malleolus or lower; requiring section or injec- 
tion there for cure. 

Operation.—My 7-inch incision over the course of the main 
superficial femoral lies partly in Scarpa’s triangle and partly over 
the course of the vessel in the upper part of Hunter’s canal. 
Division of the deep fascia and retraction of the sartorius muscle 
outward exposes the vessel pocket, the artery lying external and 
later anterior to the vein. There are few branches—the sheath 
is adherent and the adventitia coat more vascular and adherent 
than normal. This appearance might even justify the idea of 
a mild inflammatory reaction. I am now lifting and separating 
the vessel. Its filmy delicate outer coat is grasped with forceps 
and incised longitudinally. See that we have at once the primary 
contraction of the vessel to one-half of its former size and practi- 
cal disappearance of pulsation as described by LeRiche. The 
nurse says, however, that the feet still feel warm. I now separate 
this coat around the circumference of the vessel—the complete 
denudation being about 5 inches. Shreds are removed by gauze. 
The vessel is now quite small over the exposed portion. The 
field is dry. 

Closure.—I replace the vessel in its bed and draw over the 


1Rene LeRiche, Some Researches on Periarterial Sympathectomy, 
Annals of Surgery, vol. 74, p. 385. 
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sartorius and the deep fascia with catgut, and metal clip the skin. 
The condition being good, we will operate the other side also. 
Here we do not find the same degree of vascularity and adherence, 
and the separation of the adventitia is much easier. This pro- 
cedure is supposed to give a tolerably permanent block to vaso- 
constrictor sympathetic impulses. After primary constriction 
due to the irritation, which we see now has subsided (about six 
hours), there is supposed to follow a period of vascular dilatation 
due to interruption of sympathetic vasoconstrictor impulses. 
His cold feet should be quite warm tomorrow. 

I complete closure in the same way as before. Anesthetist 
reports condition of the patient is good. 

Follow-up: Next day patient reports that the feet feel quite 
warm and comfortable. No pain in the feet or wounds. Skin of 
the feet appear flushed, reddish rather than cyanotic. He hasa 
tingling sensation on the inner side of the left thigh due to injury 
of a cutaneous nerve. 

One week later patient up in wheel chair. Wounds healed 
per primam. No pain since operation. Feet continue warm. 
Base of the ulcer shows some granulations and appearance of life. 

Two weeks later patient discharged. Granulations in the 
ulcer more advanced, and some skin proliferation from the edge 
can be noted. 

Final blood-pressure taken on 4/8/22: Left arm, 108/74; 
right arm, 98/74; left leg, 140/100; right leg, 134/98 (popliteal). 





VARICOSE VEINS AND ULCERS. INOPERABLE. 
REMARKS ON THE ANATOMY 


Tus patient (Fig. 785) presents an illustration of unusually 
developed collateral venous circulation in compensation of 
obstruction of the deep veins by a bilateral septic thrombotic 


Fig. 785.—Photographs showing collateral venous circulation. 


condition which she suffered twenty years ago following child- 

birth. There has been such a complete obstruction of the deep 

femoral and perhaps:even of the iliacs that nearly all the blood 

from the legs returns through the superficial veins. A visible 
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pelvic girdle of collateral circulation has resulted. We see the 
massive dilatation of the gluteal, superficial circumflex iliac, and 
superficial epigastric veins, besides the saphenous system. This 
patient has to spend most of her time sitting on the floor, as even 
the dependent position of sitting causes pain and bad effects on 
her leg ulcers. I consider operation of any sort to be contraindi- 
cated and have so advised her physician, Dr. Messenger. Dr. 
Hertzler concurs in this opinion. 

The classical Trendelenberg test (descending reflux) is very 
positive, and superficial constriction produces a cyanosis of the 
limb. The ascending reflux (timed constriction test of Homans, 
of Boston) is also positive. This test is not so well known. 
Homans! says, “In varicosity of the surface veins alone, filling 
below the constriction takes place in three-quarters of a minute or 
more, and even then these vessels may not be tense, for the #er- 
forating veins are continually carrying off the excess of blood. 
If, on the other hand, the perforating veins are incompetent, 
the surface vessels below the obstruction will fill possibly in ten, 
twenty, or thirty seconds, according to the importance of the 
leak. These two tests serve to separate the pure surface vari- 


cosities from those which also have varicosity of the perforating 
veins.”’ 


I do not find myself able to agree, with Homans as to the sig- 
nificance of this test, principally because I am convinced that the 
anatomy is not as commonly described, and as believed by 
Homans. After reading Homans’ articles in 1917 I read again 
the anatomies available to me. I found that Spalteholtz is clearly 
of the same opinion as Homans, 7. e., that blood flows from the 
superficial system to the deep system of veins in the leg, and must 
perforce do so because the valves in the perforating veins force 
it to do so unless “‘the perforating veins are also dilated and vari- 
cose and the valves incompetent” (Homans). Gray, Cunning- 
ham, Piersol, Swabota, Murrich, and Told failed to cover the 
point very definitely. Terrier and Alglave, Rev. de Chir., June, 
1906, agree with Homans. This did not satisfy me for reasons 


1 Etiology and Treatment of Leg Ulcers, Surg., Gynec., and Obst., vol. 
24, 1917. 
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I will give presently, and I was pleased to receive confirmation 


from Dr. Ranson, of Northwestern University, also from Dr. 


ll, of Kansas University. At my request both had dis- 
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sections made to establish the point, and both found that the 
valves in the perforating veins, from two to four in number, are 
so placed that blood flows from the deep system of veins in the 

ot wh of ' Leh Geg to the superficial or saphenous system. Neither would say 
that they were sure that all the existing communicating veins had 
been found or that some of them might not be free of any valves, 
but all those found were equipped as I have stated. I had 
theorized that the superficial veins should act as an emergency 
spillway for the blood from the leg during muscular action, and 
that the valves should be arranged to provide for this action; 
otherwise, nature would have provided valves to act contrariwise 
till the need arose for a spillway, and then they must temporarily 
and providentially become incompetent. This seemed absurd. 
It seemed equally absurd to suppose that nature had anticipated 
and provided for the condition arising from the man-made and 
recent garter by arranging valves in the way described by Homans, 
but had not provided for the condition arising during muscular 
action, and I also predicated that muscular spasm or tetany, or- 
dinarily known as leg cramps or swimmers’ cramps, should be 
found to be a factor in the production of varicose veins. Since 
1919, when I originally reported this theory to the Jackson 
County Medical Society, I have demonstrated it several times in 
the history of such patients. At the time of such a cramp the 
rigid fascial tube allows the tetanic muscle to compress the deep 
veins completely at some point, and the saphenous system is 
forced to carry all the blood from the leg for a long period. This 
prolonged strain exceeds the limits of elasticity and recovery, 
and permanent dilatation with varicosity results. The same 
thing has happened in the case before you, although in this case 
the obstruction to the deep veins is organic and irreparable, and 
destruction of the saphenous system by operation might result 
in a gangrene of the leg. There are, of course, other and well 
demonstrated points in the etiology of varicose veins. For treat- 
ment of this case we can only recommend physiotherapy and 
some form of elastic surface support. 





PARTIAL VOLVULUS OF THE CECUM 


Tuts farmer boy, age twenty, complains of pain and tender- 
ness in his right side, with constipation and gas-pains, and a 
sensation of dragging and pulling in the right flank when he turns 
on his right side. This will be his third operation for relief of 
this complaint. 

I am presenting this case because it will illustrate one or 
another of the very diverse conditions of right abdominal path- 
ology underlying the large number of cases who say “I had my 
appendix removed, but I still have pain.” If one can truly 
evaluate the pathology, relief can usually be given. We will 
proceed with the specific instance, as the general problem has 
too extensive a literature to cover in a brief talk. 

History and Examination.—Since he can remember he has had 
trouble as described in his right side. In his eighteenth year he 
had a severe attack diagnosed as appendicitis. The appendix 
was removed through a right rectus incision. We see the neatly 
healed 4-inch scar on the abdomen. The acute pain was relieved, 
but the old, dull, pulling, wide-spread pain was not. In fact, 
he was more tender than ever. Six months later he was re- 
operated “for adhesions,” and made a good recovery. But he 
was not relieved of his original complaint. He now felt himself 
unable to work, although of a stolid rather than a neurotic type of 
individual. 

I examined him six months after the second operation, one 
year after the first, finding a well-healed scar, no mass, although 
intermittently bloated, no sign of a hernia, tenderness, and pain 
as described before. He was advised to temporize and rest and 
recuperate in the country. Two months later he returned—con- 
dition unchanged—but was advised now to await recovery from 
an acute intercurrent bronchitis. This accomplished, he now 
accepts operation on an exploratory basis. 

Operation.—As might be expected, we find some omental 


adhesions to the well-healed inner sheath of the rectus. There 
1667 





1668 ELMER D. TWYMAN 


are also some adhesions of the caput coli to the parietes and to 


the omentum. These we separate. The amputation site of the 
appendix is smooth and adhesion free. The cecum is a mobile 
type. It is twisted clockwise on its own axis—partial volvulus— 


thus throwing the illeocecal valve posteriorly. As you can see, 
a twist is produced in the ascending colon near the hepatic flex- 
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Fig. 787.—Partial volvulus of the cecum. 
ure. This narrows the lumen and causes a back pressure in the 
cecum. We see that the cecum is dilated and baggy. See the 
parieto-colic-hyperfixation band high up on the ascending colon. 
The clockwise twist of the cecum on its axis would probably not 
be obstructive in this case if this pivitol band did not prevent the 
ascending colon from following. As it is, you see, the twist 
(illustrating) draws this band down tight like a strangler’s noose. 
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As I divide this band the colon expands from underneath. In 
order to balance the hang of the colonic drapery I will fix the 
cecum to the parietes with some stitches. This was Wilms’ idea. 
It seems practicable. It produces balanced tensions. The de- 
nuded area above is too large to be covered well by closing the 
longitudinal cut in the transverse direction, so I will interpose 
a corner of omentum. As I find nothing else abnormal after 
inspection, we have probably remedied the pathology causing 
the symptoms in this case. Time will tell. We will make the 
usual closure. 

Discussion.—This is by no means an extreme illustration of 
volvulus of the cecum. I am reporting 3 cases of absolute ob- 
struction due to volvulus of the right colon which will be published 
in the Transactions of the Western Surgical Society next year. 
Homans reported 3 in the Archives of Surgery last year. Wilms 
has written extensively on it. Many others accept it. Treves 
classified the cases into three groups in 1899; yet there are many 
disbelievers in the idea. Some operators would emphasize the 
importance of the parieto-colic-hyperfixation band which we 
found here. I think the twist the more important factor, since 
the band would not be obstructive without the twist. However, 
one must try to produce balance. Lack of support above will 
allow the formation of a secondary loop and volvulus of the 
second type of Treves. I feel that I must accept complete vol- 
vulus of the right colon, since I have seen the cases, unmistakable 
and plain; and I feel that I must also accept partial volvulus as a 
clinical entity, since “the greater proposition contains the lesser.’’ 

Follow-up.—As soon as the postoperative tenderness had sub- 
sided—. e., ten days—the patient was able to say that he had 
relief from the unpleasant sensations in his side. 

Letters six weeks later, six months later, and one year and 
three months later say that relief has continued and that the 
patient believes himself cured. 
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St. MARGARET’S HOosprmtaL 


THYROTOXICOSIS—GRAVES’ DISEASE 


In presenting our cases this morning we will present 2 goiter 
cases and a gall-bladder case that we think are of more than 
passing interest. The first case to be presented is Mrs. B., 
aged thirty-two years, white, and a housewife. Her present 
complaint is of an extreme tachycardia, extreme nervousness 
the cause of which is well known to her. She has herself ob- 
served that she has an exophthalmos, and that she also has a 
slight enlargement of her thyroid gland, and without ever having 
consulted a physician she did know that her symptoms were 
due to an exophthalmic goiter. She presented herself first at 
the office some two weeks ago and related the following history: 

Early History.—Irrelevant to present complaint. 

Personal History—Menstruated first at the age of twelve 
normally and regularly, married at the age of seventeen, first 
child born at the age of eighteen, this a boy now fourteen years 
of age, in good health and normal in all respects, no subsequent 
pregnancies. Eight years ago she had an abdominal operation, 
the exact nature of which she is not certain, but knows that 
something was done to the uterus. Her appendix was removed 
at the same time, and while under the same anesthetic she had 
her tonsils removed, and a perineal repair. She had a rather 
stormy convalescence, says her throat and mouth were much 
swollen, and she remembers the experience only to shudder 
about it. Two years following this operation she divorced her 
first husband, and one year later married again. No children 
have been born of this second marriage, although she continues 
to menstruate normally. Her present marital relationship is 


not a very happy one. 
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Present History.—Since her past operation experience of 
eight years ago she has noticed herself to be very nervous, cried 
easily, had but little endurance, and has observed that at times 
her pulse was quite rapid during the past year and a half. This 
nervousness has seemed to increase, and she has been conscious 
most all the time of a rapid, throbbing pulse. During this year 
and a half she has lost 8 to 12 pounds, and she has noticed 
a gradual enlargement of her neck about the thyroid area. 
She perspires very easily, particularly the palms of her hands, 
and this perspiration seems to bear no relaticnship to any effort 
on her part or the temperature of the room. For some months 
past she has had considerable difficulty in sleeping at night, 
has been very restless, and found it hard to content herself 
except when moving about. She has had a number of attacks 
of diarrhea; these appear to be uncontrollable and bear no re- 
lationship to her diet. 

I think every one will agree that this is quite a typical his- 
tory of a marked thyrotoxicosis. 

Physical Examination.—Her physical examination reveals 
equally interesting things. She is rather anemic, rather poorly 
nourished, has a marked exophthalmos with a definite Stellwag 
and Van Groffe sign and diffuse enlargement of her thyroid, a 
definite pulsation throughout the thyroid gland. It might 
more accurately be described as a thrill. Her nerve reflexes 
are all exaggerated. She has a marked tremor of the hands. 
Her blood-pressure is 150 over 90. Her pulse-rate varies between 
130 and 160. Her heart sounds are normal. Urine normal. 

Laboratory Report.—Hemoglobin, 75 per cent.; leukocytes, 
8300 with normal ‘percentages; red cells, 4,100,000. 

And now we come to some interesting laboratory work which 
has a more direct bearing upon this case. In the two weeks she 
has been under observation she has had three different metabolic 
rate estimations. The first one, made two weeks ago, shows 
a metabolic rate of 170, a few days later 165, and one two days 
ago 170 again. She has been in the hospital for the past eight 
days, during which time numerous attempts have been made to 
do a Goetsch test, all unsuccessful because of her extreme ner- 
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vousness. When anyone comes near her with a hypodermic she 
becomes almost frantic, and it did not seem safe to insist on the 
test; however, during one of her early visits to the office 
we did secure a Goetsch. At that time she had a marked 
rise in her systolic pressure with a very marked fall in 
diastolic, and a slow return of each to the previous reading. 
We have not the time this morning to discuss at any length the 
question of blood chemistry, but this particular case is quite 
typical of the majority of cur observations. There is present a 
marked acidosis, the sugar tolerance is reduced, and, conse- 
quently, the percentage of blood-sugar is increased, and there 
is a very definite disturbance in the nitrogen balance. Our ob- 
servation up to this time will justify us in making the statement 
that the disturbance in these three things is to a very large per- 
centage proportionate to the degree of toxicity. 

A brief summary of this case before she is brought in: We 
have here a very typical case of hyperthyroidism, or, perhaps 
more accurately speaking, marked thyrotoxicosis. She has a 
very high metabolic rate and a very positive Goetsch test. 
Her metabolic rate has maintained a constant high level during 
the two and a half weeks she has been under observation, al- 
though during the past eight days she has been in the hospital 
and has been kept consistently in bed. She is, by all the standards 
we know, a very poor surgical risk. We approach this case with 
a very definite knowledge that if much is done in a surgical way 
that she will not withstand the shock of the operation, so what 
we contemplate doing this morning is only a ligation of her 
right superior thyroid. We quite agree with those who contend 
that in doing a ligation of the superior thyroid one does more 
than merely reduce the blood-supply, and that “the doing 
more” is probably an interference with the sympathetic nerve 
supply to the thyroid gland. We are ready and you may bring 
in the patient. This patient has been given gas-oxygen in the 
outside room, and it is our experience that one can do a ligation 
under gas-oxygen more quickly and with less surgical risk than 
under a local anesthesic. Our incision is approximately 1 inch in 
length, transverse, and just over the upper pole of the thyroid, 
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usually it is on a line with the thyroid cartilage. The muscle-fibers 
are retracted. The sternocleidomastoid muscle is, of course, re- 
tracted outward, the upper pole of the thyroid uncovered, the 
superior thyroid identified, and a ligature passes around the 
vessel with a ligature currier or an aneurysm needle. Before 
the ligature is tied we like to again survey the field and make 
sure that our vessel is within the ligature, and if so, we are then 
ready to tie the ligature. We pass also a second ligature and 
again tie, this time getting down close to the upper pole of the 
thyroid, and we do not care if a small amount of the upper pole 
is included in the ligature. We have tried cutting between the 
ligatures. We have not been able to find that it has any ad- 
vantage, and we did have one unpleasant experience in that the 
vessel slipped out of the ligature, and we had a severe hemorrhage 
which was hard to control. Inasmuch as the patient was very 
toxic and time quite an ¢element, it was a rather embarrassing 
experience and one that we do not care to have repeated. The 
wound is closed in the usual manner with catgut suture material 
and a collodion dressing applied. This procedure has taken but 
a few minutes’ time, and the patient will be returned to bed in 
practically as good condition as she was when she came to the 
operating-room, but we feel perfectly certain that she will have 
considerable storm following this surgical interference. Every 
effort will be put forth to keep her quiet, to protect her from any 
nervousness or any excitement, alkalies will be given freely, 
and fluids crowded to the limit. Of course, we will use morphin 
to control any pain and to aid in controlling the excitement. 
And let me add this, that we use morphin straight, that is, no 
atropin, for it has been my experience in these toxic cases that 
atropin does not act well. 

Before the next case is brought in, which is a thyroidectomy, 
I want to say just a few words concerning our conception of the 
determination of the surgical risk in these cases. We feel that a 
study of the metabolic rate and also of the reaction to Goetsch 
test enables us to form a much more comprehensive judgment 
concerning the amount of surgical interference that one can’ en- 
gage in. In other words, the metabolic rate gives us an_estima- 
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tion of the degree of toxicity, while the reaction of the patient 
to the Goetsch test gives us an estimation of the resistance of 
that patient to surgical insult. Again, it is not enough to 
know merely the metabolic rate, because then we know only 
the degree of toxicity, but if we add to the knowledge of 
the metabolic rate a study of the reaction of the patient to a 
Goetsch test, we know not only the degree of toxicity, but we 
know also how much the patient had been injured by this tox- 
icity, and can form a judgment as to the amount of surgical 
trauma this patient can stand. 

Stating the proposition in still another way, we know, given 
a case of hyperthyroidism, any surgical interference will increase 
the degree of toxicity which, if carried to a sufficient degree, 
will result in an exhaustion of the vasomotor tone, and this ex- 
haustion of the vasomotor tone will result in death. If we had 
a means at our hand with which we can measure the distance 
from the point at which we find the patient to the point of 
vasomotor exhaustion, we will have determined the width of 
the safety zone in the confines of which it is safe to play. If 
this zone be wide, one can attempt more surgery, and in a case 
with a narrow safety zone one cannot attempt very much. It 
is a measurement of this safety zone that we feel is accomplished 
by the means of the Goetsch. If following the injection of 6 to 
8 mm. of adrenalin there is an immediate marked drop in the 
diastolic blood-pressure and a slow return of the same to its 
former level, we feel that that patient has already very nearly 
reached the point of exhaustion of vasomotor tone, and we know 
from experience that that patient is a very poor surgical risk, 
and will stand only the very slightest of surgical insult. This 
patient whom we have just seen is just such a case, and if she 
is to be brought safely through to a cure she must have the 
benefit of the most painstaking care and study. And in spite 
of all this it will often strain one’s best judgment to know when 
and how much to interfere. 








TOXIC ADENOMA OF THYROID 


THE second case represents the other type of thyroid toxicity, 
namely, the toxic adenoma, seldom if ever producing exoph- 
thalmos, coming on in much older patients and patients who 
have had an irregular enlargement of the thyroid for many 
years. This patient, Mrs. Ella M., aged fifty-seven, and a 
housewife, was admitted to the hospital first some three months 
ago, at which time she was very nervous, had a pulse-rate of 
140, a metabolic rate of 147 and a very positive Goetsch, and 
all of the symptoms that go with a marked thyrotoxicosis. Fol- 
lowing a week’s observation embracing all of the studies as de- 
tailed in the previous case, we did at the first sitting a ligation 
of her right superior thyroid, a week later a ligation of the left 
superior thyroid. She remained in the hospital a week or ten 
days following the last operation, and then went to her heme. 
During the two and a half months she has been away from the 
hospital she has been reporting to our office regularly at least 
once every two weeks, at which time, we have taken basal rate 
readings, numerous Goetsch tests, and we have been watching 
her very steady improvement. Four days ago she had a basal 
rate of 124, a Goetsch test which shows but a slight drop in a 
diastolic pressure, with a quick recovery. 

In the light of these studies we approach this case with a 
feeling of confidence. We feel quite sure that we will be able 
to remove all the thyroid gland we desire without undue haste 
and complete an adequate closure of the wound. Allow me to 
say here, however, that in order to do good surgical work in 
cases of hyperthyroidism one must have confidence in his anes- 
thetist, and must be willing to take advice from the anesthetist, 
as to when to discontinue his operative procedure. We have 
sufficient confidence in our anesthetist that when he advises 
us that the patient’s blood-pressure is falling, that the pulse- 
rate is rising, in other words, that there are signs of approaching 
vasomotor exhaustion, we accept his judgment and cease operat- 
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ing at once, returning the patient to bed, to be returned to the 
operating-room in perhaps two days, at which time the operation 
will be completed. We do not expect to have to cease our operat- 
ing in the middle of the game today, but we have done so numer- 
ous times, and have always been glad we did, because it is only 
when the surgeon does too much that he has occasion to regret 
his activities with these cases. 

To complete the history of this case: She has had for thirty 
years an irregular enlargement of her thyroid gland, which, as 
far as she knew, gave rise to no symptoms until about a year 
ago, at which time she began to lose weight, and was conscious 
of a rapidity and irregularity of her pulse, tired easily on ex- 
ertion, and had occasional attacks of diarrhea. When she first 
came to the office she complained that she was just “run down” 
and had no thought that her symptoms were the result of her 
goiter, for she had noticed no change in the goiter at all. 

On physical examination she has the usual findings, namely, 
tremor, tachycardia, increased’reflexes, slight increase in blood- 
pressure, etc. 

Laboratory Examination.—Urine analysis negative. 

Blood examination: Hemoglobin, 80 per cent., red cells, 
5,000,000; white cells, 8600, with normal percentages; Wasser- 
mann negative. Goetsch test: (a) Systolic: Rises 15 points 
within first ten minutes, begins to recede, and has returned to 
starting-pcint within forty minutes. (6) Diastolic: Drops 8 
points in the first ten minutes, and has regained its former 
point within forty-five minutes. 

Operation.—We use the usual collar incision, but a little 
higher than the level at which we formerly made our incision, 
with the skin-flaps retracted both upward and downward. Our 
muscle flaps are laid back on each side. This gives an adequate 
exposure of our thyroid. You will notice there is a large adenoma 
of the right lobe, a somewhat smaller one involving the isthmus 
and the left lobe. In the removal of a thyroid considerable 
care is taken to have hemostats on all vessels before they are 
cut; and avoid as much as possible traction on the thyroid for 
fear that by such traction we may injure the recurrent laryngeal 
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nerve by making traction thereon or by pinching it with a hemo- 
stat. With the adenomatous portion of the thyroid removed 
one proceeds to ligate each point before the hemostat is released. 

Where one has done a previous ligation of the superior thyroid 
one expects some difficulty in freeing the upper pole of the gland. 
With all bleeding points ligated, we proceed to the suturing of 
our muscle flaps. 

We always use drainage in the cavity from which each lobe 
has been removed. This drainage is usually brought out through 
a stab-wound just above the suprasternal notch. We close 
our wound with catgut suture material. A liberal dressing is 
now applied. 

The anesthetist assures me that there has been but little 
increase in the pulse-rate and the blood-pressure has been well 
sustained throughout the operation. We feel quite certain that 
this patient will not show as much storm following this opera- 
tion as she did following the ligation. 








CHOLECYSTECTOMY FOLLOWING ACUTE RUPTURE OF 
GALL-BLADDER WHICH OCCURRED TWO MONTHS 
AGO 


Now our third case is again a second-stage operation, but 
this time a gall-bladder instead of a goiter. Mrs. Hester L., 
aged fifty-two, white, a housewife, the mother of 9 children. 

Early History.—The usual children’s diseases, otherwise un- 
important. 

Personal History.—Menstruated first at the age of thirteen, 
regular and normal, married at the age of twenty, the mother 
of 9 children, the youngest now ten years of age. 

Present History.—For past eight years has had repeated 
attacks of “stomach trouble” and more or less continuous “‘in- 
digestion.” No attacks of severe colicky pain until a few weeks 
ago, when about 10 o’clock one forenoon she was ceased suddenly 
with a very severe pain in the abdomen, most severe in the upper 
right quadrant. She was compelled to lie down at once and 
vomited within less than one hour from the onset of the pain. 
Her family doctor was called, who washed out her stomach, 
had her given an enema, each without relief. He gave her } 
grain of morphin by hypodermic, with but slight relief, and 
later in the afternoon repeated the hypodermic, with but little 
benefit. She was removed to the hospital that same evening, 
where I examined her for the first time. She had a rapid pulse; 
also complained of considerable pain, abdomen tender over en- 
tire extent and very rigid, no gas distention, her white count 
16,600, red cells 6,000,000. She was diagnosed as an acute 
gall-bladder with the beginning of general peritonitis. Her con- 
dition was such that it was not deemed safe to give her a general 
anesthetic, and she was removed to the operating-room, where 
the abdomen was opened under a local anesthetic. 

On opening the peritoneum, which was opened through an 
upper right rectus incision, there was an escape of quite a quantity 


of bile-stained fluid. This was really more than bile stained. It 
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gave one the impression of being about one-half bile and one- 
half peritoneal fluid. On examining the gall-bladder it had 
ruptured near the fundus on the under suriace, and had been 
draining into the peritoneal cavity. The gall-bladder contained 
one large stone, which was removed, a drainage-tube introduced 
into the gall-bladder and sutured there. A second wick tube 
into right flank beneath gall-bladder. A third rather large 
cigarette drain to bottom of pelvis. Abdomen closed and pa- 
tient returned to bed. 

She was quite sick for a period of three days, during which 
time there was a very free draining from the peritoneal cavity. 
She gradually improved, and left the hospital on the nineteenth 
day following operation. She was told that it would probably 
be necessary for her to return to have the gall-bladder removed. 
She re-entered the hospital two days ago, abdomen soft, but 
still complaining of her ‘‘indigestion.”’ 

Physical Examination.—Her physical examination and her 
laboratory examination were both negative except for a few 
white blood-cells in the urine. We expect at this time to re- 
move the gall-bladder. 

Operation.—We will reopen the right rectus, upper abdominal 
incision. On opening the peritoneum we encounter at once 
numerous adhesions. The fundus of the gall-bladder is easily 
identified, and the entire gall-bladder stripped free from its 
many adhesions rather easily. It has been our practice usually 
to remove the gall-bladder from within out, consequently, we 
will first identify our cystic duct, clamp it, and ligate reasonably 
* close to the common duct. After cutting the cystic duct be- 
tween the hemostat and the ligature the cystic artery is easily 
ligated. With the cystic duct and artery cut, the lower end of 
the gall-bladder is free, and one can easily strip it from its bed, 
leaving enough of the serous coat on either side that it can be 
sutured across the bed formerly occupied by the gall-bladder. 
We have never experienced any difficulty with a sharp knife 
separating this serous coat, and unless the gall-bladder is very 
much distended we never aspirate its contents, for it has been 
our experience with gall-bladder moderately distended one can 
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dissect it more readily from its bed. When the inner two-thirds 
to three-fourths has been dissected free we then begin to suture 
the serous coat across the bed of the gall-bladder. Beginning 
at the stump of the cystic duct, which is first buried, then the 
free edges of the serous coat are drawn across with a running 
suture. With the gall-bladder removed we will introduce a 
cigarette drain, because of the presence in this field of a rather 
recent infection. We close the abdomen in layers about the drain. 

We have liked to think in gall-bladder surgery of the gall- 
bladder itself being the seat of the disease, and consequently 
it has been our practice to remove the gall-bladder unless there 
is some particular reason for not removing it. With an acute 
gall-bladder such as this was at the previous operation we would, 
of course, never consider a cholecystectomy. When Evarts 
Graham published his article calling attention to the fact that 
in cases of cholecystitis one invariably had associated cholangitis, 
he did much to clear up our thinking in the surgical pathology 
of this region. 

It is to this fact to which Evarts Graham has called our atten- 
tion that many of our poor results can be attributed. I think 
all will agree that we have too many of these gall-bladder cases 
continuing to have symptoms following the operation. It is my 
feeling that by giving more consideration to the associated cholan- 
gitis and hepatitis that one will increase his percentage of actual 
cures, and it has been a question whether we should not adopt as 
a rule common duct drainage in all of our cases of cholecystitis. 
I am inclined to believe that it is the logical thing to do, although 
we did not do it in this case. In the after-treatment of these 
cases the internist should not be overlooked, for he feels that he 
can do much by proper dietetic regulation and proper increasing 
of fluid intake toward establishing a free biliary drainage. If 
his contention is correct his program will help very materially 
in clearing up the cholangitis. 
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CHRISTIAN CHURCH HOSPITAL 


CALCULI IN THE KIDNEY AND URETER. DIAGNOSIS 
AND TREATMENT 


The Cases Which Are To_Be Presented Demonstrate Calculi 
in Different Portions of the Kidney and Ureter. The Methods 
of Diagnosing and Locating These Calculi in Their Different 
Positions: A Discussion as to Whether They Should Be Re- 
moved by Operation or Whether the Patient Should Be Allowed 
to Pass Them. The Different Types of Operation Employed in 
Their Removal. 


CALCULI IN THE KIDNEY 


Case I.—G. S. M., male, aged forty-two, farmer. Was first 
seen on January 21, 1920, at which time he complained of pain 
in the right side, and passing blood and stones in the urine. The 
family history and past history were negative. Present illness 
began twenty years ago. At this time the patient began having 
cramps in his abdomen, often accompanied by vomiting. These 
attacks would come on at intervals of from two to three months. 
Later on he went as long as eight years without an attack. The 
pain at first would appear on both sides, but was especially severe 
on the right. The pain radiated into right groin and testicle. 
Three years ago the patient passed blood in the urine for the first 
time during one of these attacks of right-sided pain. This was 
accompanied by burning and frequent urination, and he passed 
two stones. Six months ago, during another attack, he passed a 
stone. 

Physical Examination.—Patient was a well-nourished man, 
mucous membranes good color. Heart and lungs negative. 
Abdomen negative. External genitalia negative. Rectal exam- 
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ination revealed a slight chronic prostatitis and seminal vesiculi- 
tis. Urine examination: Color yellow; reaction acid; specific 
gravity not obtained; sugar negative; albumin negative. On 
microscopic examination a few red blood-cells were found. 
Cystoscopic Examination.—Residual urine none; bladder 
capacity 240 c.c. Cystoscope entered with ease. Study of the 
prostatic orifice showed no cleft anteriorly, no intravesical en- 
largement of either lateral lobe of the prostate. Median portion 


Fig. 788.—Plain Roentgen ray of right kidney, Case I, showing ureteral 
catheter in position, with outline of kidney and shadow of calculus in the 
upper pole. 


of prostate was elevated above the trigone, in the form of a 
slightly rounded median bar. Bladder wall showed much 
trabeculation and there was also slight injection of the vessels 
of the mucosa. Trigone was normal in appearance, as were both 
ureteral orifices. No cellules, diverticula, or calculi present, no 
tumors seen. 

Ureteral Catheterization—A No. 6 catheter passed up to 
pelvis of both kidneys with ease. Urine from right kidney con- 
tained red blood-cells, epithelial cells, no bacteria; that from the 
left kidney showed red blood-cells ++, epithelial cells, no bac- 
teria. Six mg. of phthalein were given intravenously. Appear- 
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ance time on the right side seven minutes, and on the left side, 
six minutes. In one-half hour 13} per cent. was secreted by the 
right kidney and 15 per cent. by the left; 15 per cent. thorium 
solution was then allowed to flow into the pelvis of either kidney 
and ureter by gravity, and pyelograms made. Plain Roentgen 
rays of both kidneys were entirely negative except for a shadow 
in the upper pole of right kidney (Fig. 788). Pyelograms showed 
bilateral enlargement of both pelves. The shadow seen previ- 
ously in the plain Roentgen ray seemed apparently to lie in the 
region of the upper median minor calix on the right side (Fig. 789). 


Fig. 789.—Right pyelogram, Case I, showing dilated pelvis and calices, 
shadow of calculus in upper median minor calix. 


Impression: Nephrolithiasis, right. 

Reasons for Operation—Stone seemed rather large to be 
passed spontaneously, and the patient was having more or less 
continuous pain. If the stone had been smaller, it might have 
been well to wait and allow the patient to pass it, in view of the 
fact that the urine was not infected. The condition had been 
present such a long time it was feared infection might occur at any 
time. 

Operation.—Nephrolithotomy, right. After making a semi- 
lunar incision, extending from above and behind the tip of the 
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twelfth rib around the costal margin for a distance of about 15 cm. 
and dividing the fat and fascia and muscles by sharp dissection, 
the lumbar triangle was exposed and pierced by a blunt clamp. 
This opening was then enlarged and the kidney exposed with 


Fig. 790.—Showing approximate measurement of distance from the shadow 
of calculus to the lower pole of plain Roentgen-ray plate. 


difficulty, owing to the numerous adhesions which had to be 
ligated and divided. The kidney was normal in appearance and 
consistency, and was delivered into the wound with difficulty 
owing to the shortness of the pedicle. The stone was then located 
by measuring on the plain Roentgen-ray plate the distance of 
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the shadow from the upper pole, and also from the convex 
border. A probe was then inserted perpendicularly through the - 
cortex at the intersection of these two lines. This opening was 
enlarged by a clamp and the stone removed. 


Fig. 791.—Showing measurement of distance of shadow of calculus from 
convex border of kidney. 


This method of locating stones through the cortex has been 
previously described,! and found to be extremely useful where 
stones cannot be palpated (Figs. 790-793). 

It has been found experimentally much better to tear the 
cortex of the kidney with a blunt instrument, such as a clamp, 
rather than cut it with a knife, because there is less bleeding and 
less scar-tissue formation in healing. 
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The stone removed was dark gray in color and measured 
about 1x 1}x1cm. It had a smooth surface and was very 
hard. 

The nephrotomy wound was closed by a mattress-suture of 
chromic gut, care being taken not to tie this suture too tightly, 
so as not to cause destruction of renal parenchyma. The kidney 


Fig. 792.—Showing method of applying measurements to kidney surface for 
locating point (a), at which exploratory puncture was made. 


was then returned to its bed, a rubber tube drain passed down to 
the nephrotomy wound, one cigarette drain to the upper pole of 
the kidney, and another down behind the kidney. The wound 
was closed in layers and the usual dressings applied. The 
patient left the table in good condition. The cigarette drains 
were removed in thirty-six hours and the rubber tube in ten 
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days. The patient’s convalescence was uneventful. He was 
discharged from the hospital in three weeks. 


Needle probing 
| for Stone 


Fig. 793.—Showing method of probing for calculus. 


Case II.—F. B. L., male, aged thirty-eight, farmer. Com- 
plained of pain in right’side which radiated to the right groin and 
testicle. He also had pain in the bladder and frequency of 
urination. Family history and past history were negative. 
Present illness began twenty years ago. At that time patient 
first noticed burning and pain on urination; he did not pass any 
blood. This pain radiated from the bladder to the end of the 
penis and had gradually gotten worse. There was also marked 
frequency and urgency of urination. The patient was given 
bladder irrigations of boric solution, which seemed to increase 
the pain. Two years later the patient said the pain in the right 
side began, which radiated to the right testicle at times. Patient 
said there had been some blood in his urine ever since the bladder 
irrigations. At first the pain in the right side would come on at 
intervals of one month or six weeks, but the pain had gradually 
increased in severity and the intervals had become shorter. 
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For the past year the pain had been constant. At times the 
patient said he could hold his urine as long as from one to two 
hours, but there were intervals when he found it necessary to 
void every few minutes. For the past three weeks the burning 
on urination had been very severe and the urine was very cloudy. 
On standing it became jelly-like in consistency. The patient 
had been given morphin for the past eighteen years. Lately 
the pain in the bladder and the urgency and frequency of urina- 
tion had been much more marked, while the pain in the region of 
the kidney was not so severe. 

Physical Examination.—Patient was a poorly nourished man, 
mucous membranes pale. Heart and lungs negative. Abdomen 
flat, neither kidney palpable in the upright posture. No masses 
made out. There was tenderness beginning in the left flank near 
the mammillary line and extending well around to the back. 
There was also tenderness at the right costovertebral angle, and 
in the right lumbar region and suprapubically on deep palpation. 
External genitalia negative. 

Urine Examination.—Color yellow, cloudy; reaction neutral; 
specific gravity not obtained; sugar negative; albumin 3+; 
microscopic examination, white blood-cells +-+-, red blood-cells, 
bacilli and cocci. Total phthalein output was 40 per cent. for 
the first hour and 10 per cent. for the second hour. 

Cystoscopic Examination.—Patient’s bladder was so extremely 
irritable that this had to be done under gas anesthesia. Residual 
urine and bladder capacity not obtained. Cystoscope entered 
with ease. Study of prostatic orifice showed no cleft anteriorly, 
no intravesical enlargement of either lateral lobe of the prostate, 
no elevation of the median portion of the prostate above the 
trigone. Trigone was reddened and edematous, both ureteral 
ridges were hypertrophied. Left ureteral orifice was normal in 
appearance. Right ureteral orifice was reddened and edematous 
and, on being watched, very cloudy urine was seen coming from 
it. Bladder wall throughout was fairly normal in appearance. 
No cellules, diverticula, or calculi present; no tumors seen. 

Ureteral Catheterization.—A No. 6 catheter passed to pelvis of 
left kidney with ease. Attempts to pass a catheter up the right 
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ureter were unsuccessful. Urine from left kidney showed a few 
red blood-cells, epithelial cells, no bacteria. Six mg. of phthalein 
given intravenously, appearance time on the left side six minutes, 
and in a half-hour 35 per cent. was excreted by this kidney. 
Transvesically at the end of a half-hour only a trace was found. 
Plain Roentgen ray of kidneys showed no shadow in the region 
of either kidney nor of either ureter. Roentgen ray of bladder 
showed no shadow in the region of the lower end of either ureter 
nor in the region of the bladder. 

Impression: Pyonephrosis, right. A nephrectomy was ad- 
vised on account of the right kidney being badly infected and 
functionless. 

Operation.—Right nephrectomy. A similar incision was 
made to that described previously and the kidney exposed with- 
out difficulty. There were some adhesions at the lower pole, 
which were ligated and divided. The kidney was then delivered 
into the wound. It seemed larger than normal, very soft and 
mushy in consistency, and pale in color. In the pelvis could be 
felt a mass which was harder than the adjacent tissues. The 
ureter below was thick and fibrous. The ureter was caught 
between-clamps and divided as low down as possible, both stumps 
being cauterized with carbolic acid. The pedicle was then 
clamped with three clamps and after being ligated with two 
ligatures of No. 3 chromic gut was divided. A rubber tube was 
placed down to the stump of the ureter, and one cigarette 
drain to the cavity occupied by the kidney. The wound was 
closed in layers and the patient left the table in good condi- 
tion. 

Pathologic Report.—On section of the kidney the pelvis was 
found to be greatly dilated, and there was a stricture at the 
ureteropelvic juncture. Above this point there was a stone 
measuring $x 1x1}c.c. Stone was grayish in color, soft, and 
of a rough, mulberry type. The renal calices and pelvis were 
greatly dilated and full of flakes of pus and mucus. Mucous 
membrane was very much reddened and thickened and the calices 
were moth-eaten in appearance. Cortex was greatly thinned out 
and showed a well-marked pyelonephritis. On microscopic exam- 
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ination, the renal parenchyma showed varying grades of pye- 
lonephritis. The pelvic epithelium was greatly thickened and 
showed marked inflammatory reaction. The patient made an 
uneventful convalescence and the wound healed per primam, 
except at the point of emergence of drains, which healed by 
granulation. The two cigarette drains were removed in thirty- 
six hours and the rubber tube in ten days. Patient was dis- 
charged from the hospital in three weeks, having no urinary 
symptoms whatever, and the urine being practically clear. The 
patient gained in weight markedly during his convalescence. 
In this case the stone was not shown on plain Roentgen-ray 
examination, as is true in about 15 per cent. of the cases of renal 
and ureteral stones. The opacity of a calculus to the Roentgen 
ray is almost entirely due to its calcium content. Although 
in this case the stone was in the pelvis, it was impossible to cath- 
eterize the right ureter, hence a wax-tipped catheter could not be 
passed to obtain a scratch. In this case pyelograms were not 
made for the reason that only the left kidney could be catheter- 
ized, and in such cases it*is not desirable to take a chance of 
stirring up any reaction in the only good kidney. This case 
was also one where the stone was associated with stricture in the 
upper ureter. 


Case III.—W. J. McC., aged twenty-eight, lineman for 
electric company. Complaint, incontinence of urine. Family 
and past history negative. Present illness: Fourteen months 
ago the patient was working on an electric pole, when he received 
a shock from the wires and fell, fracturing his spine. Since that 
time the patient had been catheterized constantly because of 
urinary retention, and had incontinence of urine when he was 
not catheterized. Patient stated he had never been able to void 
since the accident. This patient was referred to me from the 
Orthopedic Service of Doctor Frank D. Dickson, who performed 
a laminectomy of the tenth and eleventh dorsal vertebre and 
did a Stéffel operation on both obturator nerves for spasticity. 

Physical Examination.—Patient was a rather poorly nourished 
man; mucous membranes pale. Heart and lungs negative. 
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Abdomen negative except for anesthesia of skin. This anesthesia 
extended over the whole lower trunk and extremities. There was 
also spastic paralysis of lower extremities. External genitalia 
negative. Rectal examination: Anal sphincter poor tone, other- 
wise negative. Urine examination: Color yellow; reaction 
alkaline; specific gravity 1010; sugar negative; albumin, faint 
trace. Microscopic examination, white blood-cells +, bacilli, 
and cocci. 

Impression: Bladder paralysis due to spinal cord injury. 

Treatment.—A retention catheter was placed in the bladder 
and the patient was given daily bladder irrigations of 1 : 15,000 
AgNOs, the retention catheter being changed every third day. 
The total phthalein output was 50 per cent. for the first hour and 
20 per cent. for the second hour. In about a month the patient 
developed an epididymitis (right), and catheterization was done 
at intervals for a while. After the epididymitis subsided the 
retention catheter was replaced and previous treatment re- 
sumed. 

The numerous attempts to make the urine acid were unsuc- 
cessful, owing to the fact that every time acid sodium phosphate 
or urotropin were given for any length of time the patient devel- 
oped marked gastro-intestinal symptoms, and his general con- 
dition did not seem to justify a continuance of the remedies. In 
about a year he passed a small calculus on withdrawal of the 
retention catheter. Shortly after that the patient developed 
pain in the left side of the abdomen; this was dull and aching in 
character, came on at intervals, and was accompanied at times by 
nausea and vomiting. The pain did not radiate, probably due 
to the paralysis. 

Cystoscopic examination at this time showed a bladder 
capacity of 450 c.c. Study of the prostatic orifice showed {no 
cleft anteriorly, no intravesical enlargement of either lateral lobe 
of the prostate. Median portion of prostate was elevated above 
the trigone in the form of a rounded median bar, which was 
probably relative, owing to the bladder paralysis. The trigone 
was reddened and edematous, as was the left ureteral orifice. 
Right ureteral orifice was normal in appearance. The bladder 
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wall throughout showed a mild grade of cystitis and was trabecu- 
lated. No diverticula nor calculi present, no tumors seen. 
Ureteral Catheterization—A No. 6 catheter was passed to 
the pelvis of both kidneys with ease. Urine from right kidney 
showed epithelia] cells and a few bacilli. Urine from left kidney 
showed white blood-cells few, epithelial cells, and numerous 
bacilli. Six mg. of phthalein were given intravenously. Appear- 
ance time was three and a half minutes on both sides. Ina half- 


Fig. 794.—Plain Roentgen ray, left kidney, Case III, showing shadow of 
calculus occupying entire pelvis and shadow of catheter superimposed. 


hour 25 per cent. was secreted by the right kidney and 10 per 
cent. by the left kidney; 15 per cent. thorium was.then allowed 
to flow into the pelvis of either kidney by gravity and pyelograms 
were made. 

Plain Roentgen ray of kidneys showed a shadow in the region 
of the pelvis of the left kidney, triangular in shape, measuring 
about 5 x 6 c.c. (Fig. 794). The catheter passed over the 
shadow. No other shadows were seen in the region of either 
kidney nor of either ureter. Roentgen ray of bladder showed no 
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shadows in the region of bladder nor the lower end of either ureter. 
Pyelograms. The left pelvis was apparently completely filled 
by the stone. Calices were normal. Right pyelogram showed 
normal pelvis and calices and there was a normal ureteropelvic 
juncture on both sides (Fig. 795). 

Operation.—Left pyelolithotomy. The usual kidney incision 
was made and the kidney delivered into the wound with diffi- 
culty owing to the numerous adhesions at both poles, which were 
ligated and divided. The posterior surface of the renal pelvis 


veo 


Fig. 795.—Double pyelogram, Case III. 


was then exposed and incision made in it about 3 cm. in length. 
A calculus was removed, being the exact shape and mold 
of the pelvis and calices, and measuring about 5 x 6 x 44 cm. 
The stone was roughened on the surface, was very hard, and 
brownish yellow in color. Ureteral catheter was then passed 
down to the bladder, meeting with no obstruction. The renal 
pelvis was irrigated with normal salt solution and explored with 
the finger. The incision in the pelvis was closed with interrupted 


sutures of fine catgut and the kidney returned to its position. 
VOL, 3—107 
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One rubber tube was placed down to the line of sutures in the 
pelvis and one cigarette drain was placed in the neighborhood 
of either pole of the kidney. The wall was then closed in layers 
and the patient left the table in good condition. Postoperative 
treatment: The patient was given 1500 c.c. of salt solution sub- 
cutaneously on return to the ward. The cigarette drains were 
removed in thirty-six hours. On the second day after operation 
the patient had a temperature as high as 102.4° F. and a chill. 
He was given another 1500 c.c. of saline solution subcutaneously 
and temperature gradually came down to normal. Rubber tube 
was removed on the tenth day. Wound healed per primam 
except at point of emergence of tube and drains, and the patient’s 
general condition improved very markedly after the operation. 
The patient was discharged from the hospital in about two 
months, still using his retention catheter. 

This case is reported for various reasons. In the first place, 
after bladder paralysis, if the patient is catheterized, he is usually 
infected and catheterization has to be kept up. With an alkaline 
urine stones very frequently form in the presence of infection, 
and these cases should be Roentgen rayed rather frequently, 
with this fact in view. The patient has recently been able to 
tolerate acid sodium phosphate, and the urine has been made 
acid with the hope of avoiding the formation of other stones. 
The stone in the pelvis of the left kidney had to be removed even 
though the other kidney was infected, for fear of complete de- 
struction of the left kidney. Stones of this type are best removed 
through the pelvis and not by means of a nephrotomy, for in 
these patients it is very essential to do as little harm to the re- 
nal parenchyma as possible. 


Case IV.—Mrs. R. C. L., aged twenty, housewife. Com- 
plaint, pain in right side of back and passing blood in the urine. 
Family history and past history negative, except that the patient 
had pneumonia four years ago. The present illness began in 
October, 1922. At that time the patient had pain in the back 
on the right side for about two days and passed blood in the urine. 
This pain did not radiate to the groin. In January the patient 
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had two other attacks of pain in right side of the back and passed 
blood in the urine. Patient described the pain as being dull and 
aching in character and being relieved by lying down. The 
patient said the pain was worse toward evening and after exer- 
cise, and not accompanied by any urinary symptoms except the 
passing of blood. 

Physical Examination.—Patient was a well-nourished young 
woman, mucous membranes good color. Heart and lungs nega- 
tive. Abdomen negative. Vaginal examination negative. Urine 
examination: Color, pale yellow; reaction alkaline; specific 
gravity 1022; sugar negative; albumin negative. Microscopic- 
ally, red blood-cells +; white blood-cells few; no bacteria. 

Cystoscopic Examination.—Cystoscope entered with ease. 
Study of vesical orifice showed no abnormality. Trigone was 
slightly reddened, ureteral orifices normal in appearance. Blad- 
der mucous membrane normal. No cellules, diverticula, or 
calculi present; no tumors seen. 

Ureteral Catheterization—A No. 6 catheter was passed to 
pelvis of right kidney with ease. It was impossible to pass a 
larger catheter than a No. 5 up the left ureter. Urine from the 
right kidney, red blood-cells, epithelial cells; no bacteria. Urine 
from the left kidney, white blood-cells occasional, epithelial cells, 
red blood-cells +, no bacteria. Six mg. of phthalein were given 
intravenously, appearance time on the right side seven and a 
half minutes and on the left side six minutes. In a half hour 25 
per cent. was secreted by the right kidney and 30 per cent. by 
the left; 15 per cent. thorium solution was then allowed to flow 
into pelvis of either kidney by gravity, and pyelograms made. 
Plain Roentgen-ray examination showed that outlines of both 
kidneys could be distinctly made out. In the right kidney just 
above the ureteropelvic juncture there was the shadow of a small 
stone which measured about 13 x 1 c.c. (Fig. 796). No shadows 
were seen in the region of the bladder nor the lower end of either 
ureter. Pyelograms: On the left side there was a small normal 
pelvis with normal calices. In the right side the pelvis was 
somewhat dilated, showing beginning hydronephrosis; calices 
were also beginning to be blunted (Fig. 797). 
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Impression: Nephrolithiasis, right. Reasons for operation 
were the fact that the stone was too large to be passed, the be- 
ginning of hydronephrosis and the pain in the back was becoming 
rather constant, causing a great deal of discomfort. 

Operation.—Pyelolithotomy, right. The usual kidney in- 
cision as described above was made. The lumbar fascia was 
pierced by a clamp and the perirenal fat exposed. The kidney 
was exposed without difficulty and delivered into the wound. 


Fig. 796.—Plain Roentgen ray, Case IV, showing triangular shadow of cal- 
culus which is above tip of the ureteral catheter on the right side. 


The stone could be readily felt in the pelvis of the kidney. An 
incision about 13 c.c. in length was made in the renal pelvis, and 
a small calculus, measuring about 14 x 2 x ? c.c. was removed. 
The calculus was roughly triangular in shape, covered with 
spicules, mulberry formation, and brownish in color. A catheter 
was then passed down to bladder and finger introduced into 
pelvis of kidney for exploration, but no other stones were-found. 
The wound in the renal pelvis was closed by interrupted sutures 
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of fine plain catgut, a rubber tube placed down to the line of 
suture, and the kidney returned to its bed. One cigarette drain 
was placed down by the side of the rubber tube and another to 
the lower pole of the kidney. The wound was closed by through- 
and-through sutures of silver wire, and the skin by a continuous 
suture of fine black silk. The patient left the table in good con- 
dition. The patient’s convalescence was uneventful. ‘The two 
cigarette drains were removed in forty-eight hours, the rubber 


Fig. 797.—Double pyelogram, Case IV, showing dilatation of pelvis and 
calices. 


tube removed in ten days. There was no urinary drainage. 
The patient left the hospital in three weeks, the wound having 
healed per primam except at the point of emergence of tubes 
and drains. The urine examination was negative on discharge 
from the hospital. 


URETERAL CALCULI 


Case V.—F. J. E., male, aged twenty-six, manager of a grain 
elevator. This patient was first seen on October 12, 1920, when 
he complained of pain in right side and passing blood in the 
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urine. Family history and past history were negative. Present 
illness began four years ago, at which time patient had pain in 
his back on the right side, which did not radiate, and passed blood 
in his urine. This attack lasted only a few days. He had a 
slight pain in his back at times until September, 1918, when he 
had two severe attacks of pain in the right side, which radiated 
to the right groin and testicle. There was no retraction of the 
testicle, and there was no blood in the urine at that time. The 
pain was so severe that the patient had to have morphin for its 
relief. The attack was accompanied by frequency of urination 
and there was also burning on urination at times. In October, 
1919 the patient had another attack. Since this time he has 
had two similar ones, and at the time of the last attack the 
patient was operated upon for appendicitis. Each of these 
attacks was accompanied by nausea and vomiting. The patient 
did not have chills and fever. In August the patient had another 
attack, the pain being the most severe he had had. He had 
passed no blood since the first attack and had never passed any 
stones. For the past month he had found it necessary to get up 
once a night to urinate. There were no other urinary symp- 
toms. 

Physical Examination.—Patient was a well-nourished young 
man, mucous membranes good color. Heart and lungs negative. 
Abdomen negative except for a scar at the site of appendectomy. 
External genitalia negative. Rectal examination revealed a 
slight chronic prostatitis and seminal vesiculitis. Urine exam- 
ination: Color pale yellow; reaction acid; specific gravity 1022; 
sugar negative; albumin negative. Microscopically, occasional 
red blood-cell, no bacteria. Prostatic secretion, white blood- 
cells, 5 per cent.; spermatozoa, 0; lethicin, +; compound granu- 
lar, few; corpora amylacea, 0; epithelial cells few. Total phthal- 
ein test: First hour, 45 per cent.; second hour, 20 per cent. 

Cystoscopic Examination.—Residual urine 0. Bladder capac- 
ity 110 c.c. Cystoscope entered with ease. Study of the pros- 
tatic orifice showed no cleft anteriorly, no intravesical enlarge- 
ment of either lateral lobe of the prostate, no elevation of median 
portion of prostate above the trigone. Trigone was somewhat 
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edematous, both ureteral orifices were edematous, particularly 
the right, which was crater-like in appearance. The bladder wall 
showed a moderate grade of cystitis. No cellules, diverticula, nor 
calculi present; no tumors seen. 

Ureteral Catheterization—A No. 7 catheter passed to pelvis 
of left kidney, but on the right side it could be passed for only 





Fig. 798.—Double pyelogram, Case V, showing shadow of calculus on 
the right side, which is below the transverse process of the fifth lumbar 
vertebra; also dilatation of the right ureter. 


half the distance. Urine from right kidney showed an occasional 
white blood-cell; red blood-cells +; occasional bacillus. Urine 
from the left side showed red blood-cells +++; no bacteria; 
epithelial cells. Six mg. of phthalein were given intravenously. 
The appearance time on the right side was five minutes and on 
the left side six minutes. In a half-hour 23 per cent. was secreted 
by right kidney and 30 per cent. by the left kidney. Wax- 
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tipped catheter passed up right ureter, met with obstruction 
about half-way up, and on withdrawal showed a definite scratch. 
Pyelograms: Outline of pelvis of left kidney was entirely normal, 
no shadows seen in the region of this kidney or ureter. Outline 
of pelvis of right kidney showed slight blunting of the calices and 
dilatation of pelvis and ureter, down to the transverse process of 
the fifth lumbar-vertebra. At this point there was the shadow of 
a stone (Fig. 798). No shadows were seen in the region of the 
bladder nor in the lower end of either ureter. 

Impression: Calculus in left ureter at the level of the trans- 
verse process of the fifth lumbar vertebra. Reasons for opera- 
tion were that the stone was too large to be passed, that infection 
was present; and that there was beginning hydronephrosis and 
hydro-ureter. 

Operation.—Ureterolithotomy, right. The patient was placed 
on laparotomy table, cleaned up in the usual manner, and in- 
cision made, beginning above and to the outer side of the antero- 
superior spine of the ileum, and extending parallel to Poupart’s 
ligament to about its middle. An exaggerated McBurney in- 
cision was made and the peritoneum was pushed toward the 
midline, the ureter being readily exposed, a catheter having been 
introduced into it before the operation was begun. The ureter 
was found to be greatly thickened, measuring about 1} cm. in 
diameter. It was delivered into the wound and the calculus 
readily palpated. Incision was made over it, and a roughened, 
mulberry calculus, dark brown in color, removed, measuring 
13x14cm. A wax-tipped catheter was then passed up to the 
pelvis of the kidney and no scratch obtained. There were no 
stones below, as the catheter had never met any obstruction 
in passing until the time the calculus removed was encountered. 
The wall of the ureter was united by three interrupted sutures of 
plain catgut. A rubber tube and cigarette drain were placed 
down to the incision. Abdominal wall was closed in the usual 
manner in layers, usual dressings applied, and patient left the 
table in good condition. 

The patient’s convalescence was uneventful. The cigarette 
drain was removed in thirty-six hours, the rubber tube in ten 
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days. There was no urinary drainage. On discharge from the 
hospital, wound had healed per primgm, except at the point of 
emergence of tube and drain, and this had granulated well. No 
areas of induration nor tendernessin the scar. The patient could 
hold his urine as long as five hours. There was no dysuria. 
Urine voided in three glasses; glasses one, two, and three clear. 
Urine examination was negative except for the presence of an 
occasional red blood-cell. 


Case VI.—Mrs. O. G., aged thirty-nine, housewife. Patient 
was first seen August 1, 1921, complaining of pain in the left side. 
Family history and past history were negative except for the fact 
that in March, 1908 the patient had had a pelvic abscess, which 
was opened and drained through the cul-de-sac. This was again 
opened and drained in June, 1908. 

Present illness began five years ago, since which time patient 
had had what she called lumbago. On June ist the patient went 
to bed with a nervous breakdown, and for about three weeks had 
a severe pain in the left side and back, which radiated to the 
groin. Pain was relieved by morphin and was accompanied by 
nausea and vomiting and abdominal pain. On July 2d patient 
had a severe chill and elevation of temperature. Three days 
later patient had another chill and elevation of temperature. 
Patient had had two attacks of pain since the first which were 
similar in character. She had had an elevation of temperature 
about once a week. After an attack of pain patient had some 
frequency of urination and burning on urination. She had the 
last attack of pain about ten days before, since which time her 
temperature had gradually come down to normal. 

Physical Examination.—Patient was a well-nourished, some- 
what anemic looking woman, mucous membranes fair color. 
Heart and lungs negative. Blood-pressure 110 over 90. Abdo- 
men negative. Vaginal examination: Patient had some relaxa- 
tion of vaginal outlet, there was a slight leukorrheal discharge 
present. Vaginal orifice readily admitted two fingers; there was 
no tenderness in the lateral fornices. Uterus was anteflexed, but 
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not very freely movable. On pressing upward on the cervix 
there was intense pain in the suprapubic region. 

Urine Examination.—Color yellow; reaction alkaline; specific 
gravity 1010; sugar negative; albumin negative. Microscopic 
examination: White blood-cells ++; red blood-cells +; epi- 
thelial cells; bacilli +++. Total phthalein, 60 per cent. first 
hour, 15 per cent. second hour. 

Cystoscopic Examination.—Residual urine 0; bladder capac- 
ity 350 c.c. Cystoscope entered with ease. Vesical orifice 
seemed normal. Bladder wall throughout was normal in 
appearance. Trigone was also normal. Left ureteral ori- 
fice was slightly reddened. The right was normal in appear- 
ance. No tumors, calculi, nor cellules present, no diverticula 
seen. 

Ureteral Catheterization.—A No. 7 catheter was passed up to 
the pelvis of the right kidney with ease. On the left side catheter 
would only pass about one-third of the distance. Urine from 
the right kidney contained red blood-cells ++; epithelial cells; 
no bacteria. Urine from left kidney contained numerous pus- 
cells; red blood-cells +; bacilli ++. Six mg. of phthalein were 
given intravenously. Appearance time fourteen minutes. On 
the right side 10 per cent. was secreted in half an hour, on the 
left side 9 per cent.; 15 per cent. thorium solution was allowed to 
flow by gravity into the pelvis of either kidney and pyelograms 
made. 

Roentgen Ray Examination.—Plain Roentgen ray of kidneys 
showed no shadows in the region of either kidney nor of either 
ureter. Ureteral catheter on the left side was only introduced 
up to the level of the brim of the pelvis and just above its end was 
seen the shadow of a small stone. On the left side the outline 
showed the pelvis and calices to be somewhat dilated. Outline 
of the ureter could not be made out owing to imperfect filling. 
On the right side the pelvis of the kidney seemed normal in ap- 
pearance; there was some narrowing of the ureter below the 
ureteropelvic juncture. Wax-tipped catheter passed up the left 
ureter showed a definite scratch. 

Impression: Ureteral calculus, left. Reasons for operation: 
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Infection, beginning dilatation of the pelvis of the kidney and 
calices. 

Operation.—Ureterolithotomy, left. A similar incision was 
made to the one described in the previous case. Peritoneum was 
pushed toward the midline, the ureter freed without difficulty, it 
being easily found, on account of a catheter having been previ- 
ously introduced into it before the operation was begun. Two 
small stones could be readily palpated through the ureter, which 
was thickened only slightly. An incision about 1} c.c. in length 
was made over them and the two stones were removed. These 
were small, grayish brown in color, roughly triangular in shape. 
A catheter was passed down to the bladder, and up as far as the 
pelvis of the kidney, meeting with no obstruction. The wall 
of the ureter was then sutured by two interrupted sutures of 
plain catgut, and a rubber tube drain placed down to the incision. 
Cigarette drain was placed down to the same point, parallel 
with the rubber tube. The wound was closed, layer by layer, 
with the usual McBurney closure. The patient left the table in 
good condition. 

Postoperative Treatment.—1500 c.c. of salt solution were given 
subcutaneously. The cigarette drain was removed in thirty- 
six hours and the rubber tube on the tenth day. The patient 
was discharged from the hospital in three weeks, the wound 
having healed entirely, except at the point of emergence of tube 
and drain, which healed by granulation. The patient was last 
seen on February 1, 1922, and she had gained 15 pounds in weight 
and felt splendidly. 


Case VII.—W. E. C., aged thirty-seven, banker. Patient 
was first seen April 1, 1921, at which time he complained of 
pain in the left side and passing blood in the urine at times. 
Family history and past history were negative except for the fact 
that the patient had had diarrhea for the past five or six years, 
which condition was worse in warm weather. Present illness 
began six weeks ago, at which time patient noticed an aching pain 
across the small of his back, which lasted about three-quarters of 
an hour. The pain was relieved by urination. There was no 
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blood in the urine at that time. Patient had another similar 
attack in two weeks, which lasted about the same length of time. 
On voiding, he noticed that the urine was colored red. There 
were no other urinary symptoms with this attack. Patient had 
a similar attack in ten days, and blood was present in the urine 
on two voidings. Four days before patient was seen he had 
another attack which was more severe, pain being definitely 
localized in the left side, but did not radiate to groin or testicle. 
There was pain and burning on urination, pain radiating to the 
end of the urethra. This attack lasted about four or five hours, 
during which time he passed blood in his urine. After it was 
over the urine became clear and the urinary symptoms subsided. 
There were no gastro-intestinal symptoms. Patient felt per- 
fectly well until April 1, 1921. That morning there was burning 
on urination and the urine was blood red. 

Physical Examination.—Patient was a rather poorly nour- 
ished, somewhat anemic looking man, mucous membranes fair 
color. Heart and lungs negative. Abdomen negative. Exter- 
nal genitalia negative. Rectal examination showed the presence 
of a slight chronic prostatitis. Urine examination: Color yellow, 
slightly cloudy; reaction alkaline; specific gravity 1022; sugar 
negative; albumin negative. Microscopically, white blood-cells 
occasional; red blood-cells ++; occasional diplococcus. Total 
phthalein test: First hour 25 per cent., second hour 25 per 
cent. ; 

Cystoscopic Examination.—Residual urine 0; bladder capacity 
400 c.c. Cystoscope entered with ease. Study of prostatic orifice 
showed no cleft anteriorly, no intravesical enlargement of either 
lateral lobe of the prostate, no elevation of the median portion of 
prostate above the trigone. Trigone was reddened and edema- 
tous. Right ureteral orifice was normal in appearance, left ure- 
teral orifice could not be made out owing to the large amount of 
bullous edema surrounding it, which is greatly elevated above the 
surrounding inflamed mucous membrane. Projecting from the 
center of this mass of bullous edema was a small grayish-white 
irregular shaped calculus. The bladder wall showed a slight 
cystitis. No cellules, diverticula, nor tumors seen. 
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Impression: Calculus in the lower end of the left ureter which 
was projecting slightly into the bladder. 

The treatment advised was fulguration of the ureteral orifice, 
so that the stone might be passed. This was done twice and 
the patient passed a grayish-yellow, irregular shaped calculus, 
measuring about 4x 2x4c.c. The patient was cystoscoped 
ten days later and the bladder seemed normal in appearance. 
The patient was seen several times since and has been entirely 
free from any symptoms. 


Case VIII.—R. E. H.., aged fifty, retired farmer. 

Patient was first seen on November 10, 1922, at which time he 
complained of pain in left side of abdomen, nausea, and vomiting. 
Family history and past history were negative, except that 
patient had gonorrhea at twenty-one years of age. Present ill- 
ness: For three or four years patient had had pain in right side 
of abdomen at times. On November 2d patient was awakened 
by general cramping pain in the abdomen, the bowels moved, 
and about the same time the pain became localized in the left 
lumbar region. Patient had nausea and vomiting, but no chills. 
In twenty-four hours the pain began to radiate to the left iliac 
region and the left groin and testicle, causing retraction of tes- 
ticle. There was no blood in the urine except at one time, and 
only a very slight amount then. There were no urinary symp- 
toms. Pain, nausea, and vomiting, however, had been more or 
less constant until the above date. Patient stated that when 
lying in bed if he turned on his right side and voided the pain 
would be relieved. 

Physical Examination—The patient was a well-nourished 
man, mucous membranes good color. Heart and lungs negative. 
Abdomen negative except for tenderness in the left iliac region. 
External genitalia negative. Rectal examination showed a 
moderate chronic prostatitis and seminal vesiculitis. 

Urine Examination.—Color yellow; reaction acid; specific 
gravity not taken; sugar negative; albumin a trace. Micro- 
scopically, white blood-cells +; epithelial cells, no bacteria. 

Cystoscopic Examination.—Residual urine0. Bladder capac- 
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ity 450 c.c. Study of the prostatic orifice showed no cleft an- 
teriorly, no intravesical enlargement of either lateral lobe of the 
prostate. Median portion of the prostate was slightly elevated 
above the trigone in the form of a rounded, median bar. Trigone 
was somewhat atrophic. The right ureteral orifice was normal 
in appearance. _ The left ureteral orifice was reddened and edema- 
tous and bulging, there evidently being a stone in the intramural 
portion of the ureter. The bladder wall was normal in appear- 
ance. It showed a slight grade of trabeculation. No cellules 
or diverticula present, no tumors seen. 

Roentgen ray of kidneys showed bilaterally enlarged kidney 
shadows. No shadows of calculi seen in the region of either 
kidney. In the lower end of the left ureter, however, there was 
the shadow of a small calculus. A wax-tipped catheter passed 
into the left ureteral orifice showed a definite scratch on with- 
drawal. After this manipulation the patient was completely 
relieved of his pain, showing that the calculus had been so turned 
around as to allow the escape of urine on this side and do away 
with the back pressure of the-urine on the kidney which causes 
most of the pain in these cases. The orifice was fulgurated, the 


fulguration being carried up over the bulging part of the ureter, 
so as to enlarge the ureteral opening. In about one week the 
patient passed the calculus. 


DIAGNOSIS 


The fact that many cases of ureteral and renal calculi are 
mistaken for abdominal conditions makes it very important that 
those patients having indefinite abdominal pain should have a 
thorough urologic study before any operation is undertaken. 
When the pain is right-sided, the conditions most commonly 
confused with calculi in the urinary tract are appendicitis, gall- 
stones, and in the female, diseases of the pelvic organs. Many 
mistakes of this kind would be avoided if the surgeon would go 
to the trouble to have Roentgen rays made and a careful urinary 
examination done before operating where indefinite abdominal 
pain is the chief symptom. 
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SYMPTOMATOLOGY 


Pain is the most constant symptom, and may present a very 
wide variation both as to extent and radiation. The severity of 
the pain seems to bear no relation whatever to the size of the 
stone, for there are many cases in which the pain is most intense. 
and prolonged, and the calculus, when passed, no larger than a 
grain of wheat. Most commonly the pain begins in the back, 
radiates along the course of the ureter to the groin and to the 
penis or testicle, often causing retraction of the testicle. How- 
ever, it may be entirely confined to the back or the lower portion 
of the abdomen. In the case of stones in the lower portion of the 
ureter the pain is often brought on or exaggerated by defecation. 
The pain may radiate to the hip, across the abdomen or to the 
perineum. Pain is due not so much to the passage of the stone as 
to the back pressure of urine on the pelvis of the kidney, causing 
its distention. The urinary symptoms most commonly found are 
frequency, hematuria, dysuria, and sometimes incontinence. 

Examinations of the urine should be very carefully and fre- 
quently made both during and after the attack of colic, and 
nearly always red blood-cells will be found; sometimes pus; and 
again, red blood-cells, pus, and bacteria also may be found. This 
latter finding, in the third glass of urine in the male or in the 
catheterized specimen in the female, is deemed of the greatest 
importance, for thereby infection associated with the stone is 
very strongly suspected and should be investigated. 

Gastro-intestinal symptoms very frequently accompany the 
pain and are often quite persistent, the nausea and vomiting 
in some cases of ureteral stones giving rise to rather extreme 
prostration. Chills and fever may also be associated with these 
other findings and are almost always indicative of the presence of 
infection. 

Roentgen Ray Examination.—The Roentgen ray is the most 
valuable aid at our command in diagnosing and locating renal 
and ureteral calculi. However, in about 15 per cent. of the 
cases the shadows of the calculi are not seen in the plain Roentgen 
ray examination. A common cause of their not being found is 
that the shadow is superimposed upon the shadow of some bony 
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structure. After the shadow is seen the next important thing 
is to determine whether it lies outside or within the urinary tract. 
The shadows outside the urinary tract most commonly confused 
with those of calculi are the shadows of phleboliths in the pelvis 
_ and also those due to intestinal contents. The use of opaque 
ureteral catheters, shifting of the Roentgen-ray tube, and mak- 
ing double exposure on the same plate, as advised by Kretsch- 
ner, and the making of pyelograms and ureterograms, are the 
means we have to demonstrate whether or not the shadow lies 
within the urinary tract. Another most important aid is the use 
of the wax-tipped catheter. When a definite scratch is obtained 
on this, it is proof positive evidence that the stone lies within the 
ureter or pelvis of the kidney. The shadows of calculi which are 
not seen in the plain roentgenogram are often brought out very 
distinctly in the pyelogram or ureterogram. These shadows are 
generally seen then because the medium used in making the pye- 
logram or ureterogram is more opaque to the Roentgen ray than 
is the calculus itself. Hence, the outline is made out as a less 
opaque area. This has been found to be true in the use of 
thorium solution as a pyelographic medium.? Pyelograms are 
also useful in showing the amount of damage being done to the 
kidney and ureter by the degree of dilatation of the renal pelvis 
and the ureter. In the case of ureteral stones the dilatation of 
the ureter down to the point of obstruction often definitely locates 
the position of the stone. The pyelogram also shows whether 
the calculus lies in the pelvis, calices, or in the renal cortex. 
Great care should be used in making pyelograms. For instance, 
in Case IT it had been demonstrated that the infected kidney was 
useless, and it was therefore thought unnecessary to take a chance 
of stirring up a reaction in the good kidney by making double 
pyelograms. Whenever there is any doubt about the draining 
off of the pyelographic medium from the pelvis of the kidney, the 
catheter should always be left in place until it is felt that this has 
been accomplished. If both kidneys are badly infected and there 
is marked diminution in the phthalein output on both sides, a 
pyelogram should only be attempted on one side at a time.? Or- 
dinarily, there is very little if any reaction in making pyelograms 
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if care is used in the selection of pyelographic medium and if the 
condition of the kidneys determined previously is found to be 
good. Thorium solution has been in constant use at the Brady 
Urological Institute of the Johns Hopkins Hospital ever since its 
introduction in 1915. There have been practically no untoward 
effects from its use.” ® ® The solutions of the iodids introduced 
by Cameron! for this purpose are also very excellent. In making 
pyelograms the solution should always be allowed to flow into 
the renal pelvis and ureter by gravity, and not forced in by means 
of a syringe, for it has been shown experimentally that it is im- 
possible to determine by the sense of touch how much pressure 
is necessary to fill the renal pelvis and avoid forcing the solution 
out into the renal parenchyma. 


TREATMENT 


After a positive diagnosis of calculus in the upper urinary 
tract has been made the question arises as to whether the patient 
should be allowed to pass the stone or whether there should be 
immediate operative interference for its removal. A fairly large 
number of these calculi will be passed either spontaneously or 


after treatment, and lately there has been a great trend toward 
conservatism in the treatment of these cases. If the calculus is 
small enough to pass and the kidney function on the affected side 
is good and no infection is present, non-operative treatment 
should be invariably employed. 

Stones too large to be passed should always be removed as 
soon as possible because of the possibility of the damage they may 
cause; especially is this true where the stone is found in an only 
remaining kidney. If, however, infection is present, the stone 
should be removed as soon as possible, no matter what its size, 
because of the possibility of ascending infection and a consequent 
suppurative pyelonephritis, which, if allowed to go on, may 
necessitate a nephrectomy. For this reason the presence of in- 
fection and the size of the stone are the most important factors in 
determining whether the case should receive operative or non- 
operative treatment. 


Non-operative Treatment.—Often after a simple ureteral 
VOL. 3—108 
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catheterization the patient is entirely relieved of the pain because 
of the fact that the stone is so turned around as to allow drainage 
of the urine past it. 

CASE VIII 

Sometimes after this procedure the calculus is passed 
almost immediately. Sometimes the injection of oil or the 
use of various agents to relax the muscular coat of the ureter 
will aid in the passage of the stone. If the stone lies in the intra- 
mural portion of the ureter or can be seen projecting into the 
bladder through the ureteral orifice, fulguration of the orifice, as 
demonstrated in the 2 cases quoted above, is most effective for 
widening the orifice and allowing the passage of the stone (Cases 
VII and VIII). In such cases the orifice may also be dilated by 
means of a Garceau catheter or by a special dilator devised by 
Bransford Lewis, and sometimes the stone may be grasped by 
forceps and withdrawn from the orifice. Ureteral strictures 
when associated with stones should always be dilated, so as to 
prevent the formation of further stones. 

Operative Treatment.—The type of operative procedure to 
be decided upon depends upon the size and location of the stone 
and the amount of impairment to the kidney already present. 
In Case I, although the calculus lay in one of the minor calices 
and might have been removed through an incision in the pelvis, 
it was decided to locate it by the method described above and 
remove it through the cortex. If it had been removed through 
an incision in the pelvis damage would have been done to this 
portion of the kidney, due to manipulation on account of the 
location of the calculus, whereas it was removed through a rather 
small nephrotomy wound. Should the calculus be large, filling 
the entire pelvis and calices, it is sometimes necessary to remove 
it by doing a nephrotomy. However, this is to be avoided if 
possible, and the calculus removed through a pyelotomy wound, 
because in the first procedure there is always more or less per- 
manent damage to the renal parenchyma. If, as in the case of 
the calculus just described, or in the case of numerous small 
calculi with a badly infected kidney which has very poor func- 
tion or is functionless, a nephrectomy should be done (Fig. 799). 
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If the kidney destruction has gone beyond the point where re- 
covery is possible, and if the calculus alone be removed, a neph- 
rectomy may be necessary later. Therefore, it is better to save 
the patient the second operation, which is always very difficult 
and dangerous. Calculi in the pelvis should, as a rule, be re- 
moved through a pyelotomy wound, as in Cases II andIV. An 
important procedure in these cases is to place drainage down to 


Fig. 799.—Plain Roentgen ray, showing large calculus occupying the 
entire pelvis and extending into the calices. Urine from this kidney was 
badly infected, the phthalein output greatly diminished. Such a case 
would probably require a nephrectomy. 


the line of sutures in the pelvis. These drains should always be 
left in place as long as there is any urinary drainage to prevent 
the possibility of the formation of a perinephritic abscess from 
extravasating urine. After the calculus has been removed the 
pelvis of the kidney should always be explored with the examin- 
ing finger to see that no pieces are left. It is also very important 
to pass a wax-tipped catheter down to the bladder to see that 
there are no remaining stones in the ureter. 
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In the case of ureteral calculi the type of operation decided 
upon depends upon the location of the calculus in the ureter. If 
it lies in the upper third of the ureter the incision should be the 
same as for the exposure of the kidney, while if it is in the middle 
or lower thirds of the ureter, an exaggerated McBurney incision, 
carried well out toward the anterosuperior spine of the ileum and 
parallel to Poupart’s ligament, will generally suffice for the proper 
exposure of the ureter. Before any operation for a stone in the 
ureter is undertaken it is always well to have an immediate 
Roentgen-ray examination, to be sure that the calculus has not 
been passed, and also to be sure that it is in the same location as 
at the last examination, and has not slipped back up into the 
pelvis of the kidney, as sometimes occurs. A very good pro- 
cedure to avoid delay in finding the ureter is to introduce a ure- 
teral catheter into it before the operation is begun. Thus, when 
‘the peritoneum is pushed toward the midline, with the ureter 
adhering to its posterior surface, the latter can be readily pal- 
pated on account of the presence of the catheter within it. After 
the calculus has been removed from the ureter the ureterotomy 
wound should be sutured together by interrupted sutures and a 
drainage-tube placed down to the line of suture. Here, as in 
the case of the kidney, the drainage should be left in place as 
long as there is any urinary drainage, and it is usually a safe rule 
to leave these drains in place for at least ten days after the ope- 
ration whether any urinary drainage is present or not. 


SUMMARY 


In cases of indefinite abdominal pain a thorough urologic 
examination should always be made, for in this way many pa- 
tients will be saved from unnecessary operations. 

Conservatism and the use of non-operative treatment are 
always to be urged where the stone is small enough to be passed 
and no infection is present. 

The size of the stone and the presence of infection are the 
deciding factors in determining whether operative or non-opera- 
tive treatment is to be used. 

The type of operation performed should always be determined 
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by the size and location of the stone and the amount of infection 
present, and it should be done with a view of causing the least 
possible damage to the kidney or ureter. 
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CLINIC OF DRS. FRANK D. DICKSON AND 
REX L. DIVELEY 


CHRISTIAN CHURCH HOSPITAL 


INJURIES TO PERIPHERAL NERVES ASSOCIATED WITH 
FRACTURES 


WE wish first to present 4 cases which illustrate the injuries 
which may occur to peripheral nerves in conjunction with frac- 
tures. Industrial and war surgery have very clearly demon- 
strated that wherever severe trauma to a part occurs the possi- 
bility of injury to peripheral nerves must be considered. This 
is particularly true in fractures of the extremities. 


Case I.—W. W., aged five years. August 31, 1922 patient 
fell on his right arm sustaining a supracondylar fracture of the 
right humerus. Almost at once the region of the elbow became 
swollen and black; this swelling and discoloration extending down- 
ward to the wrist. The arm was put up in the Jones position and 
plaster applied. Within three or four days acute flexion of the 
fingers was noticed, and attempts to straighten them caused great 
pain. The cast was removed in three weeks, at which time the 
fingers, thumb, and wrist were acutely flexed and great pain was 
still complained of when attempts were made to straighten them. 
The patient also complained of numbness in all the fingers, and 
there was a large slough in the cubital space. The extreme pain 
on attempt to straighten the fingers and wrist persisted for about 
a week or ten days, after which time, although the thumb, fingers, 
and wrist remained acutely flexed, no particular pain was noted 
when attempts were made to straighten them. 

The patient on October 11, 1922, six weeks after injury, 
presented the following: General examination of patient nega- 
tive. Examination of right arm: The musculature of the arm 
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showed a moderate amount and the fore- 
arm a marked degree of atrophy. A scar 
of an old slough was noted in the cubital 
space. The elbow was held in right 
angle flexion and had about 15 degrees 
of motion. There was a large callous 
formation which could be palpated about 
the lower end of the humerus, and the 
internal condyle was unduly prominent 
(Fig. 800). 

The wrist, thumb, and fingers were 
strongly flexed and could not be extended 
to any extent even when considerable 
force was used (Fig. 801). This seemed 
to be due to the contractions of the flexor 
tendons rather than to a paralysis of the 
extensors. The palm of the hand was scaly 
and the end of the index-finger slightly 
atrophied. There was some atrophy of 
the thenar eminence. Nails showed 
no marked changes. Sensation was de- 











Fig. 800.—x-Ray of the elbow at the time of 
examination. 
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Fig. 801.—The hand 
and arm before operation . 
Note the flexion contrac- 
tures and the lack of ex- 
tension and flexion move- 
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pressed on the entire median and ulnar distribution to pin pricks 
and to heat and cold from the middle of the forearm down. The 
diminished sensation was distinctly less marked over the little and 
ulnar side of the ring finger, which is the terminal sensory dis- 
tribution of the ulnar nerve. (Age and temperament of patient 
made it difficult to determine the exact degree of sensory inter- 
ference.) 
The Wassermann, blood, and urine tests were negative. 





Fig. 802.—A diagram of the elbow drawn at the time of the operation. Note 
the diminished size of the median nerve. 


The nature of the injury, together with the contracted flexor 
tendons and the interference with sensation chiefly involving 
the median nerve distribution, clearly indicated an injury to the 
median nerve of an irritative type, rather than a division, with 
the possibility of some involvement of the ulnar nerve. Since 
this condition had existed for six weeks without any improve- 
ment and with the gradually increasing deformity, an explora- 
tion of the median and ulnar nerves was indicated. 

Operation was performed on October 18, 1922. The median 
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nerve was exposed by a 4-inch incision along ‘the inner margin 
of the biceps tendon. The nerve was found to be hooked around 
the distal end of the proximal fragment of the humerus and was 
embedded in dense scar tissue (Fig. 802). 

The nerve was dissected free and was found to be hard, 
sclerotic, and very much decreased in size for an extent of 4 
inches. A neurolysis was done and the nerve transplanted into 
a groove which was made in the biceps muscle. The ulnar nerve 
was then explored, but showed no gross evidence of injury. The 
bellies of the flexor muscles of the forearm, which were exposed 
by the incision, showed distinct fibrous degeneration. The in- 
cision was then closed by layers. The flexor tendons were still 
contracted under the anesthetic. The wrist, fingers, and thumb 
were forcibly straightened and a palmar plaster splint was 
applied to hold them in the corrected position. 

Within a few days following the operation there was an im- 
provement in sensation in all fingers except the index. The 
power of flexion and extension gradually returned, and by De- 
cember 9th the patient had fairly good control of the hand. 

The splint was worn constantly for two months, being changed 
from time to time into more dorsal flexion, as the flexor tendons 
relaxed. The splint was removed several times each day for 
massage and exercise; it is still being worn at night. As you see 
the patient now, he has practically normal movement of the 
hand with the exception of the index-finger, and this is improving. 
The sensations are normal, except the index-finger, where it is 
definitely depressed (Figs. 803, 804). 

In this case the nerve was injured through becoming caught 
by the proximal fragment at the time of injury. In this position 
the pressure on the nerve by the bone caused primarily irritation 
of the nerve, with the contraction of the muscles supplied by it, 
giving the flexion deformity; at this time an attempt to extend 
the fingers was very painful. Later, degeneration of the nerve 
occurred and interference with its conductivity, causing a loss of 
power in the contracted flexor muscles and interference with 
sensation; at this time attempt to straighten the fingers did not 
cause pain. There could be no possibility of recovery in this 
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Fig. 803.—Motion pictures of Fig. 804.—Motion pictures of the 
the patient after operation, showing patient after operation, showing the 
the flexion and extension at the wrist. flexion and extension of the fingers 
and hand. 


1724 FRANK D. DICKSON, REX L. DIVELEY 


case unless the nerve had been freed. The relief of pressure on 
the nerve by removing it from its abnormal position and by doing 
a neurolysis allowed the nerve-fibers to regenerate and the con- 
ductivity to be restored. The failure of the index-finger to keep 
pace with the rest of the hand in recovery seemed to be due toa 
more severe degree of injury to the fibers supplying this member. 

The stretching of the contracted tendons by the plaster splints 
was a very important part of the after-treatment, as we could 
not expect a return of function until the deformity due to these 
contractures had been overcome. 


Case II.—W. N., aged ten years. On January 7, 1923 the 
patient fell backward, striking on the left hand and elbow. Ina 
very few minutes the parent noticed a great amount of swelling 
from the elbow to the middle third of the arm, the skin being 
very blue and tense. 

The arm was immediately x-rayed and reported a supra- 
condylar fracture of the left humerus. The next morning the 
fracture was reduced under an anesthetic and put up in the Jones 
position. Within a very few hours after being put in acute flexion 
the patient complained of a tingling sensation and a numbness 
on the dorsal surface of the thumb. Some ten days later the 
parent noticed a wrist-drop, but paid little attention to the de- 
formity at that time, supposing it to be due to the position of 
the arm in the dressing. At the end of three weeks the wrist- 
drop was more pronounced, and it was found that the little 
fellow could not extend the wrist, fingers, or thumb. At the end 
of five weeks the Jones position was abandoned and a cock-up 
splint was applied to the hand and was worn for three weeks 
without noticeable improvement. The parents, having noticed 
no change for the better in the condition and being discouraged 
with the treatment, sought consultation. 

Examination made on March 2, 1923 revealed the following: 
General examination of patient negative. Examination of left 
arm: The elbow was held in right-angle flexion, and there was 
about 50 degrees of motion present. There was a definite wrist- 
drop with absolutely no power in the extensors of the wrist. The 
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proximal phalanges of the fingers 
could be extended, movement 
being accomplished by the lum- 
bricales and interossei muscles, 
which are supplied by the ulnar 
nerve (Fig. 805). The sensation 
was normal except over the dor- 
sal surface of the thumb (radial 
distribution), where it was defi- 
nitely depressed, and over this 
area tingling sensations were 
noted. There were no trophic 
changes of the skin or nails. 
The Wassermann, other blood 
tests, and urine examination 
were negative. The x-ray taken 
at this time showed a perfectly 
reduced supracondylar fracture 
of the left humerus, with very 
little callous formation. 

The character of the injury, 
together with a paralysis of the 
extensor muscles of the wrist, 
fingers, and thumb (posterior in- 
terosseus nerve), and interfer- 
ence with sensation over the dor- 
sum of the thumb (radial), indi- 
cated an injury to the musculo- 
spiral nerve (radial), above its 
division into the posterior inter- 
osseus and radial. Exploration 
of the musculospiral nerve at the 
point of fracture was advised. 

Operation was performed on 
March 3, 1923. The musculo- 
spiral nerve was exposed through 
a 4inch incision over the inter- 


Fig. 805.—The hand and arm 
at the time of operation, showing the 
complete loss of extension of the 
wrist and the diminished movements 
in the fingers. 
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space between the brachialis anticus and the brachioradialis. 
The nerve was found to be embedded in dense scar tissue from 
the point of its division into the posterior interosseus and radial 
upward for a distance of 2$ inches. The nerve was stimulated 
with a weak current above the point of compression with no 
response in the muscles supplied, demonstrating that there was 
interference with the conductivity of the nerve. 

The nerve, with considerable difficulty, was dissected free 
from the scar tissue, when it was found to be hard, sclerotic, 
and very much diminished in size. The sheath of the nerve was 
split and dissected free (neurolysis). This was over a distance, 
as mentioned, of 2% inches. The nerve was then buried in the 
fibers of the brachialis anticus muscle and the wound closed by 
layers. A cock-up splint was applied, with thumb completely 
extended and abducted. 

Two days later patient claimed that the thumb felt natural 
for the first time since shortly after the injury. Within ten days 
the patient. was able to hold his fingers in extension, and slight 
contraction of the extensor muscles of the wrist could be felt. 
April 9th (thirty-seven days after operation), as you see the 
patient, he has complete return of function of the thumb, about 
75 per cent. of normal extensor power in the fingers, and about 
25 per cent. return of power in the extensors of the wrist (Figs. 
806, 807). Sensations over the radial distribution are normal. 
Patient is still wearing cock-up splint. 

At operation there was no evidence that the nerve had been 
injured by the fractured ends of the bones. It was, however, 
completely surrounded and compressed by dense scar tissue 
which was responsible for the interference with its conductivity. 
As the first symptoms of nerve involvement were noted forty- 
eight hours after the injury and the wrist-drop came on even 
later, we are justified in assuming that the nerve injury was a pro- 
gressive one and due to pressure. We believe that this pressure 
was due to the extravasation of blood and exudate following the 
injury, and that this pressure was probably increased when the 
elbow was placed in acute flexion. 

Tf we bear in mind that given severe hemorrhage and much 
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Fig. 806.—W. N. After opera- Fig. 807.—W. N. After opera- 
tion. Note the action and control of tion. Note the action of the flexors 
the fingers, and extensors of the wrist. 
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inflammatory exudate, we can have a tremendous increase in 
pressure within the deep fascia which encloses the extremity in a 
complete fibrous envelope, and if we remember also that the 
easily injured nerve trunks and fibers are exposed to this com- 
pressing force, it is rational to conclude that definite and even 
permanent injury to the nerves may result. This is what seems 
to have happened in this case, and what probably happens to a 
minor degree in many fractures. This condition is much more 
likely to complicate fractures in the vicinity of joints, as here the 
nerve lies in closer proximity to the bone, and is surrounded by 
tendons and dense fibrous tissue which allow little room for 
expansion. Later the replacement of the blood-clot and exudate 
by scar tissue brings about further permanent compression and 
continued interference with the conductivity of the nerve or 
nerves involved. While it is possible under such conditions that 
recovery in part of an involved nerve may occur, it is certain that 
the recovery will be extremely slow and probably incomplete. 
Operative interference after a reasonable time in such cases is 
clearly indicated, as it shortens the convalescence by many 
months and probably results in a far more complete recovery. 


Case III.—Mrs. W., aged seventy years. On November 10, 
1919 patient fell forward on her right hand and forearm, sustain- 
ing a fracture of the right wrist. Patient states that there was 
considerable swelling about the wrist and marked discoloration 
of the skin. 2-Ray plates taken at that time showed a typical 
Colles’ fracture of the right wrist, with only slight displacements 
of the fragments and no impaction. The fracture was reduced 
within a few hours of the injury and treated on a straight board 
splint for eight weeks without massage or manipulation. When 
the splint. was removed the wrist was stiff, painful, and the pa- 
tient had practically no use of the hand. She was then told to 
use the wrist, which she attempted to do for several weeks, with 
no improvement of function and increasing pain in the wrist, 
which radiated into the fingers. 

On January 27, 1920 she consulted us, and our examination 
is recorded as follows: Patient was a very healthy individual for 
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her age, revealing no positive general physical findings of note. 
The right wrist showed marked limitation of motion, chiefly 
dorsal flexion. All the phalangeal joints were stiff, swollen, and 
painful. Passive movements of the wrist- or finger-joints caused 
the patient agonizing pain which originated in the wrist and shot 
upward into the forearm and down the hand into the fingers, 
particularly noticed in the little and ring fingers. While this 
pain was aggravated by motion, patient stated that she had con- 
stand pain day and night. The sensations over the hand and 
wrist were normal except a hyperesthesia of the little and ring 
fingers, which evidenced itself by severe shooting pains when 
these members were touched. 

x-Ray taken at the time of this examination showed a com- 
plete reduction of the fracture; in fact, the reposition of the frag- 
ments was so good that it would have been difficult to diagnose a 
fracture if the original plates had not been available. 

It was thought best to observe this condition for a few weeks, 
so the hand was put up in hyperextension and heat and massage 
used daily. This treatment was continued until May 8, 1920, a 
period of five months, without improvement; but,on the contrary, 
increasing pain, which was of an intense shooting character and 
was chiefly localized in the little and ring fingers and on the dor- 
sum of the wrist. The patient stated that the pain was constant 
and that she was getting no rest day or night. As the patient 
had not been under very close observation during the six weeks 
preceding, another examination was made. 

The following additional findings were noted at this time: 
There was marked hyperesthesia over the little and ring fingers. 
Trophic changes were noted in the nails of all fingers, but not 
on the thumb. The skin over the little and ring fingers was 
smooth and presented a glazed or glossy appearance (Fig. 808). 
There was also some sweating, which was confined to these two 
fingers. Slight atrophy of the hyperthenar eminence was noticed. 
The joints of the middle, ring, and little fingers were very stiff and 
were held in slight flexion. On attempt of movement of these 
fingers the pain was very severe. No muscular paralysis was: 
found. As the symptoms indicated some involvement of the 
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ulnar nerve and probably of the median nerve also, an explora- 
tion of the nerves at the wrist was advised. 

At operation, on May 26th, the ulnar nerve was exposed at 
the wrist and was found to be compressed by a rather thick band 
of adhesions over an extent of about 1 inch. These adhesions 
were dissected free and the nerve, when isolated, was found to 
be definitely diminished in diameter at this point. The sheath 
was thickened and sclerotic. A neurolysis was done. The me- 
dian nerve was then inspected through the same incision and 
was also found to be compressed by a much smaller band of 
adhesions. These were removed and a neurolysis of the con- 


stricted nerve was done. The incision was closed by layers. 
No splint was applied. 

For three days following the operation the patient suffered 
intense pain throughout the entire hand and wrist. This rapidly 
subsided, and when seen in August, two months later, the patient 
was practically well. There was no pain present over the old 
distribution, but she did have an occasional shooting pain over 
the middle finger after prolonged use of the hand. The motions 
of the wrist were practically normal. The movements in all the 
fingers were good, except some stiffness in the middle finger (Figs. 
809, 810). She was using her hand freely, and stated that she 
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was doing her own housework, also knitting and crocheting. 
What little disability remained in the hand might well be con- 
sidered as no more than would be expected from Colles’ fracture 
in a woman of this age. 





Fig. 809.—After operation. The range of flexion of the hand. 


In the light of the symptoms and findings at operation what 
probably occurred in this case was the following: At the time of 
the fracture there was a large extravasation of blood and lymph. 
This was evidenced by the severe swelling and discoloration of 
the skin and impressed the patient from the onset. The arm 
was then treated on a flat splint for eight weeks without motion. 





Fig. 810.—After operation. The range of extension of the hand. 


The position and long immobilization favored an accumulation of 
hemorrhage and exudate on the palmar surface of the wrist and 
around the region of the median and ulnar nerves. As this 
exudate organized adhesions were formed about these nerves. 
The gradual contractions of these bands of fibrous tissue caused 
increased pressure on the nerves and an irritation of the fibers. 
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As a result we had the severe radiating pain which is aways asso- 
ciated with pressure on a nerve or nerve trunk (causalgia). In 
this instance the pressure was not severe enough to cause an 
interruption of the conductivity of the nerve, hence no muscle 
paralysis resulted. It was sufficient, however, to cause an irrita- 
tion which expressed itself in pain and trophic disturbances, as 
the shining skin, localized sweating, and changes in the appear- 
ance of the nails. 

This case was very instructive to us, as it emphasized a con- 
dition commonly seen in war surgery, where we have a distinct 
involvement of a nerve in an injury without muscle paralysis. 
This condition probably occurs in conjunction with fractures 
frequently, but fortunately most of them recover spontaneously. 


Case IV.—Mrs. S., aged twenty-four years. At the age of 
six years patient was struck on the right leg by a falling gate, 
fracturing both bones of the leg at the junction of the middle 
and upper third. Within an hour the entire upper half of the leg 
was markedly swollen and very blue. No deformity of the foot 
or ankle was noticed at this time, and it was thought that the 
injury was totally confined to the upper part of the leg. The 
family physician was immediately called, he reducing the frac- 
ture, and placing lateral board splints on the leg. At the end of 
nine days these were removed, at which time several large press- 
ure sores were found in the upper third of the leg on the superior 
surface and on the sides. These became infected, and a great 
deal of purulent material exuded for the next week or ten days. 
When the splints were removed patient says she noticed that the 
foot seemed to turn in, and she did not have the muscular control 
of the foot that she should. She gave no history, however, at 
that time of sensory disturbances other than to say that foot 
seemed numb and lifeless. At that time she thought that the 
ankle had probably been dislocated in the accident. Without 
treatment other than rest and antiseptics to the pressure sores 
the fracture rapidly healed, as also did the infected wounds, and 
at the end of six weeks patient was told to walk, but said she 
could not bear the weight of her body on this leg on account of 
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> . 
Fig. 811.—The leg 
at the time of -opera- 
tion showing the de- 
formity and the lack 
of motion. 


the inversion and weakness in her foot and 
ankle. She hobbled about for some months, 
however, with the aid of a crutch, after which 
time a brace was applied to hold the ankle and 
foot. This she wore for twelve years. During 
the past six years patient has worn no support, 
and she states that the inversion deformity of 
the foot has been gradually growing worse. 
Examination of the patient on May 12th 
revealed a healthy young woman, whose 
general and laboratory examinations were 


Fig. 812.—The x-ray Fig. 813.—Note the perios- 
of this case at the time teal outgrowth. 
of examination. 
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essentially negative. She walked with a limp and a rather 
marked equinovarus deformity was noted. There were three 
rather large scars on the upper third of the right leg, the sites of 
the old pressure sores. The upper third of the leg was about 
normal in size, but from the junction of the middle and the upper 
third down the leg was very small and withered, and the foot was 
held in an equinovarus position (Fig. 811). The perineal muscles 
were entirely paralyzed and no action could be obtained in the ex- 
tensors of the toes or foot. There was slight power in the flexors 
of the toes and a moderate amount of action in the gastrocnemius 
and soleus. The heel tendon was markedly contracted. There was 
little sensory disturbance on the skin of the leg or foot. x-Ray 
taken at this time showed a perfectly reduced fracture of the 
tibia and fibula at the junction of the middle and upper third. 
About 2 inches below the site of the fracture on the tibia was 
noticed a calcareous deposit which looked very much like a peri- 
osteal outgrowth and extended anteriorly and laterally over a 
length of 3 inches (Figs. 812, 813). 

Considering the history and the paralysis below the point of 
fracture a diagnosis of compressive trauma to the posterior and 
anterior tibial nerves was made, and an exploration of these 
nerves was advised before considering any work on correcting the 
deformity of the foot. 

Operation (May 16th): A linear incision was made on the 
outer side of the crest of the tibia (right), extending from the 
level of the fracture down about 8 inches. The anterior tibial 
muscle was so trophic that few fibers could be found. The 
anterior tibial nerve was dissected out in the upper portion of the 
incision and was found to be normal in size and consistency. The 
nerve was then followed down and gradually began to diminish in 
diameter and its consistency became firm. In the middle third 
the nerve turned abruptly inward and entered the bony growth 
which was noted on the x-ray plate. This growth was hard, 
flaky, and seemed to be attached to the tibia, but could easily 
be shelled out with the handle of the scalpel (Fig. 814). The 
nerve at this point was very small in diameter and the bony flakes 
seemed to be incorporated in the sheath. With great difficulty 
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the nerve was dissected out and followed on down. Below this 
growth the nerve was very small in diameter and flabby in con- 
sistency and dark in color. The nerve was dissected out 2 inches 
further, then, after a neurolysis, the nerve was transplanted in 
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Fig. 814.—A diagram made at the time of operation. 


the few remaining muscle-fibers of the anterior tibial. The in- 
cision was then closed by layers. 

An incision was then made in the midcalf from the junction of 
the middle and upper third, running down 6 to 8 inches. The 
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incision was carried down through the atrophic gastrocnemius 
and soleus muscles and the posterior tibial nerve dissected out. 
As the nerve was followed down, it diminished in sizé and became 
very sclerotic and the sheath was thick and fibrotic. Dense 
fibrous tissue enveloped the nerve just below the point of frac- 
ture and for a distance of about 2 inches. The nerve was dis- 
sected free from this tissue and a neurolysis done. The nerve 
was then transplanted into fibers of the posterior tibial muscle 
and the incision closed by layers. 

Within three days patient had appreciably more power in 
the flexors of the toes and the heel tendon was very active. It is 
very doubtful whether this patient will gain much from this 
operative procedure, as the muscles of the anterior leg were very 
atrophic. We do, however, expect some regeneration of the 
muscles of the leg. 

This patient is shown as an extreme case, demonstrating 
what marked deformity can occur following an injury to a 
nerve or nerves resulting from a fracture. The symptoms of 
nerve injury came on very early in this case, eight days after the 
accident, and if they had been recognized at that time, it is 
almost certain that this young lady would not have suffered this 
crippling deformity. The compressive trauma in this case was 
undoubtedly due to hemorrhage, as the nerves were compressed 
below the site of the fracture. The compression of the anterior 
tibial was doubtless due to an organized periosteal blood-clot 
which became calcified (Fig. 815). : 

Considering these 4 cases as typical of injuries which per- 
ipheral nerves may suffer in association with fractures, there are 
several points they suggest which we might properly emphasize. 

First: Three of the injuries were in the neighborhood of a 
joint; the elbow in the first two cases, and the wrist in the third 
case. Our experience leads us to conclude that fractures near a 
joint are more likely to be complicated by nerve injuries than 
those along the shaft of bones. The majority of nerve injuries 
we have seen have been found in fractures about the elbow, with 
some very interesting ones associated with wrist fractures. 

When we recall that the large nerves and arterial trunks lie 















































in closer proximity to the bones 
in the joint region than they 
do along the shaft (except the 
musculospiral); that fractures in 
the region of joints are usually 
due to direct and severe trauma, 
and that here the nerve and 
arterial trunks are surrounded 
by compact and firm tendons, 
structures which do not per- 
mit of much expansion in the 
presence of a large hemorrhage 
and exudate, we have a rational 
explanation of the compressive 
injury which may occur. 
Second: How long should 
we wait before exploring nerves 
which have been injured in con- 
junction with fractures? While 
we do not advocate the ruthless 
exploration of every fracture 
which is accompanied by signs 
of nerve injury, as many of the 
mild cases recover spontane- 
ously, we do believe that there 
has been too much tendency to 
follow a waiting policy in such 
cases, as you will note in Cases 
Ill and IV. In Case III the 
woman was allowed to undergo a 
great deal of pain needlessly for 
observation, and we have now 
come to the conclusion (this be- 
ing one of our first cases) that 
the waiting policy is needless 
after a definite diagnosis is 
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Fig. 815.—Patient after opera- 
tion. The deformity of the foot was 
corrected. 


made. It seems rational that given a fracture with definite 
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signs of nerve involvement of such a character as to cause dis- 
tinct interference with the function of the part or to cause 
severe pain, a month or two at the outside is all the time that 
should be allowed to elapse before exploring the nerve, unless 
there has been very definite signs of improvement. If there has 
been a real injury to the nerve, there is nothing to be gained by 
procrastination; delay will only allow of a more extensive de- 
generation of a nerve and trophic changes in the muscles, with 
a very prolonged and probably permanent disability. If suffi- 
cient pathology is not found to require neurolysis or nerve suture, 
no harm has been done, and definite assurance can be given the 
patient of his ultimate recovery. 

Third: The economic importance of peripheral nerve in- 
juries with fractures is great. If the nerve lesion is overlooked, 
an injury which properly treated should incapacitate only a few 
months, may result in many months of disability and perhaps a 
permanent one. One hesitates to estimate the amount of money 
expended each year in compensation and medical care in cases 
where nerve injuries have been overlooked. Too often the 
attending physician focuses his attention upon the displacement 
of the fractured bones and their anatomic reposition as shown by 
the x-ray. In doing this he fails to carefully examine the in- 
jured part for associated nerve injuries, with the result that when 
the dressings are removed he finds an impaired extremity with 
months of treatment and probably operative interference neces- 
sary before a useful part can be secured. 

Let us, then, get accustomed to looking at a fractured ex- 
tremity as an injured part which is made up of muscles, blood- 
vessels, and nerves, as well as bone, and to treat it not to get an 
anatomic reposition of the fracture, but to get a good, function- 
ing member. 





AN OPERATION FOR THE RELIEF OF ANKYLOSIS OF 
THE HIP- JOINT 


Miss C., aged thirty-four years. This patient presented her- 
self for an examination to ascertain whether she could gain any 
relief from disability due to ankylosis of the right hip. Her 
history was as follows: The trouble began at the age of four 
years, with pain in the right hip. The pain gradually grew 
worse and she began to limp. Tuberculosis of the right hip was 
diagnosed and she was put on an extension hip-joint brace. She 
wore the brace for some time, and then, as the hip improved, 
the brace was discarded. When patient was seven years cold 
the hip had contracted into a position of adduction and flexion 
and was bothering her in her walking, so she was taken to a sur- 
geon, who operated upon her. As nearly as can be determined 
the adductor tendons were divided and the limb put up in plaster 
in abduction. Plaster cast was left on for six months, and when 
it was removed there was considerable improvement in the posi- 
tion of the hip. As time went on, however, the deformity gradu- 
ally returned and became so marked that she was compelled to 
wear an extension shoe, which she has worn for twenty years. 

Examination on April 6, 1922: Patient was a well-nourished 
healthy adult, who walks with a marked limp. Her occupation 
was that of a school-teacher, which necessitated her being on her 
feet for a large part of the day. While she could get about well 
with an extension shoe and by using a cane, her right limb became 
very tired, and she had so much pain and backache at the end 
of the day that she feared she would have to give up her position. 
There was no pain in the hip-joint other than that due to the 
position in which she walked. Heart, lungs, and kidneys normal. 
All blood tests and urine examinations negative. 

Examination of right hip: The right hip-joint was ankylosed 
in a position of 70 degrees flexion and 40 degrees adduction. The 
right leg was about 6 inches shorter than the left, although it 
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was impossible to give exact measurements because of the ex- 
treme deformity. She was wearing a 5-inch extension shoe. 
Examination of spine: When standing, a definite lordosis and 
a marked left lumbar and slight right dorsal spinal curvature was 
present. The whole lumbar region was tender and there was 
marked spasm of the spinal muscles. Patient limped very 


Fig. 816.—x-Ray in this case before operation. Note the complete bony 
ankylosis. 


distinctly in walking and each step caused a certain amount of 
discomfort after some exertion. 2-Ray of the hip showed a com- 
plete destruction of the head of the right femur'and bony ankylo- 
sis with the pelvis (Fig. 816). 

This case presented the problem of attempting to’ relieve 
severe pain in the right side and back, which was becoming severe 
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enough to threaten her ability to earn her livelihood. It was 
explained to the patient that the back pain, which was really 
her gravest symptom, was due to the distortion of the spine, 
which, in turn, was dependent upon the deformity of the hip- 
joint. She was informed that the only way in which this could 
be overcome would be by an operative procedure upon the anky- 
losed hip-joint, with the idea of correcting its position. 

Three procedures were considered: one, a subtrochanteric 
osteotomy ; two, arthroplasty upon the hip-joint; three, the forma- 
tion of a new joint below the site of the original joint in the tro- 
chanteric region. The objection to the first method was that if 
successful it would leave her with a straight, stiff hip, which 
would make sitting at a desk difficult and cause considerable 
back strain, the very condition we wished to eliminate. The 
second procedure presented grave difficulties, as the destruction 
of the head was so complete as to leave little material for forming 
a new one; and, in addition, it did not seem advisable to do an 
arthroplasty upon a tuberculous joint, as there might be a possi- 
bility of relighting up the old process. The third procedure, 
that is, forming a pseudarthrosis in the trochanteric region, 
seemed the most promising, as it would overcome the flexion and 
adduction, decrease the shortening to a large extent, and give her 
a movable joint if successful. The possibilities of the operation 
as to success and failure were explained to the patient, and she 
willingly submitted to the operation. 

Operation (July 10, 1922): The hip was exposed by an in- 
cision running from the anterosuperior spine to the posterior 
portion of the great trochanter, and then passing downward along 
the posterior margin of the femur, making an oblique angle. 
This incision allowed the head and neck of the femur to be easily 
exposed by working down between the gluteus medius and tensor 
fascia femoris. The incision was then prolonged upward and 
backward to the upper margin of the great trochanter. The 
tip of the trochanter, with its attached muscles, the gluteus 
medius and minimus, was then removed with an osteotome and 
turned back (Fig. 817). An osteotomy through the trochanter 
was then done, in the form of an arc of a circle, about 4 to ¢ inch 
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of bone being removed. The adductors were then divided subcu- 
taneously and the leg brought down into complete extension and 


1. A diagram of the hip in 
this case drawn from the x-ray 
plate. Note the destruction of 
the joint and the head of the 
femur. Complete bony ankylosis. 


2. - The great trochanter 
with the insertion of the glu- 
teal muscles is turned back. 


3. A trochanteric osteotomy 
is then performed and the bone 
ends smoothed and a joint fash- 
ioned. 


4. A shelf is then turned 
down, and a piece of Baer’s 
membrane inserted between the 
ends of the bones. 


5. The great trochanter is 
then made fast to the upper end 
of the femur. The leg is put up 
in abduction with about 15 
pounds of traction. 


Fig. 817.—The steps of the operation in this case. 


abduction. The bone surfaces were then carefully rounded off 
and a shelf turned down from the upper fragment to afford a 
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more cup-shaped articular surface. A piece of Baer’s membrane 
was then carefully sutured around the distal fragment, which 
now corresponded to the head of the femur, without any neck. 
The tip of the trochanter with its attached muscles was next 
brought down and fastened to the distal fragment and the incision 


Fig. 818.—The x-ray plate after operation. 


closed by layers. A drain of rubber tissue was put in and left 
two days. 

The patient was immediately put upon a Bradford frame with 
12 pounds of traction, with the leg in abduction. Stitches were 
removed in eight days and incision closed entirely, except at one 
point where there was a little drainage. Passive motion was 
begun on the tenth day. By the beginning of the third week the 
patient commenced to move the hip herself, and from this time 
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on active and passive motions were used daily. At the end of 
six weeks patient was allowed up on her feet with crutches, and 
Buck’s extension was applied whenever she rested and during the 
night. It was noted at this time that the motion was very 
good and that there was very little pain in the hip, even after 
considerable use. At the end of two months the crutches were 
discarded and the patient walked very well with a cane, with no 
backache and practically no trouble with the hip. Patient was 
then allowed to go home. 

As you see the patient now she has about 50 degrees of nor- 
mal motion in all directions in the hip-joint (Fig. 818). Patient 
walks with }-inch elevation on her heel. She can go up and down 
steps with ease and is living practically a normal life. There is 
at this time about 2% inches difference in the two legs. 

We feel that we have done this girl a great deal of good, in 
that she can walk at the present time without an extension shoe; 
her back is practically straight and pain free. She has motion in 
the hip and the hip is not painful, and she has been able to resume 
her occupation as a school-teacher. 
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Anesthesia, local, appendectomy with, 
Dec., 1529 
in operations for gastric and duo- 
denal ulcer, Aug.,-1027 
for nephrolithiasis, Dec., 1513 
paravertebral, transpleural drainage 
under, for subphrenic abscess, 
Aug., 925 
Anesthetics in peroral endoscopy, 
June, 788 
Aneurysm, arteriovenous, of radial 
artery, April, 569 
of common iliac artery, ligation for. 
June, 681 
traumatic, of first part of sub- 
clavian artery, Dec., 1507 
Angioma of kidney, Aug., 1017 
Ankle-joint, tuberculosis of, Biesal- 
ski’s operation for, Oct., 1407 
Ankylosis, bony (from Neisserian in- 
fection) of knee-joint after ex- 
cision, complete firm union in 
three months, Dec., 1629 
of hip-joint, operation for, Dec., 
1739 


old, of knee, amputation for, Oct., 
1367 
Anuria after pyelography, Aug., 989 
Appendectomy; vaginal repair; uter- 
ine suspension, June, 595 
with local anesthesia, Dec., 1529 
Appendical peritonitis, Feb., 30 
Appendicitis, abscess of liver following 
treatment of, Aug., 976 
acute, acute pancreatitis and, dif- 
ferentiation, Feb., 25 
suppurative, parotitis following, 
Dec., 1591 
ruptured graafian follicle simulat- 
ing, Feb., 275 
suppurative, sequelz of, Feb., 29 
Appendix, actinomycosis of, April, 
489, 500 
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Appendix and gall-bladder, chronic | 
disease of, with gastro- -intestinal 
bleeding, Dec., 1553 

early benign adenoma of, June, 765 | 
high, a ik incision for re- 
moval, Feb., 
retroperitoneal, peated ulcer, epi- | 
gastric hernia, adventitious band, 
Feb., 155 "| 
ruptured, with general peritonitis | 
simulating ruptured gastric ulcer, | 
April, 573 
Arachnoid and dura, collections of | 
fluid between, June, 706 
Arsphenamin jaundice eae bil- 
iary duct obstruction, Feb., 125 
Arteriovenous aneurysm of radial 
artery, April, 569 
Artery, iliac, common, aneurysm of, 
ligation for, June, 681 
radial, arteriovenous 
April, 569 
subclavian, traumatic aneurysm of 
first part of, Dec., 1507 
Arthritis, chronic, of feet, Oct., 1393 
suppurative, of knee-joint, Feb., 243 
Arthrodesis, panastragaloid, in tuber- 
culosis of ankle, Oct., 1407 
Artificial leg, temporary, Oct., 1367 
Aseptic emptying of distended bowel 
by rubber-towel method, Oct., 1195 
Astragalectomy and backward dis- 
placement of foot for talipes cal- 
caneus, Oct., 1 
Astragalus, fracture of, bone-block of 
extension of foot due to, Feb., 217 
Automatic — spring retractor, Oct., 
1179 


aneurysm, 


special advantages, Oct., 1181 
varieties of, Oct., 1 
Autotransfusion of blood, Feb., 139 
Axilla, contractures about, skin graft 
and delayed flap in, Oct., 1378 





BACILLUs, gas, infection, complicating 
compound fracture of bones of fore- | 
arm, Dec., 1607 


} 
| 
Biesalski’s operation for tuberculosis | 
of ankle-joint, Oct., 1 


Bilateral nephrolithiasis, operation | 
under local anesthesia, Dec., 1513 
Bile-duct, common, repair of, Aug., | 

953 
cystic, obstruction of, "7 enlarged 
lymph-node, Feb., 
Biliary duct obstruction, ‘arsphenamin 
jaundice simulating, Feb., 125 
Bismuth paste in tuberculous lymph- 
adenitis, Aug., 1151, 1152 
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Bladder, air — in suprapubic 
cystostomy, Oct., 9 
carcinoma of, we treatment, 
Aug., 1077 
granuloma of, Oct., 1273 
treatment, Oct., 1275 
papilloma of, April, 424 
paraffin body in, with calculous 
formation, Dec., 1651 
tumors of, April, 423 
diagnosis, April, 426 
pathology, April, 423 
radium treatment, April, 435 
symptoms, April, 425 
treatment, April, 428 
Bleeding, gastro-intestinal, with 
chronic disease of appendix and 
gall-bladder, Dec., 1553 
Block dissection in brain surgery, 
Aug., 917 
Blood, autotransfusion of, Feb., 139 
reinfusion of, Feb., 141 
retransfusion of, Feb., 141 
Bone, staphylococcus infection of, re- 
sults, April, 409 
suture, direct, June, 715 
Bone-block of extension of foot due to 
fracture of astragalus, Feb., 217 
Bone-graft, ideal, as determined by 
experimental investigations, June, 
761 


inlay in ununited fracture of radius, 
Feb., 
operation, Albee, in tuberculosis of 
spine, Oct., 1403 
Bones, carpal, fracture-dislocations, 
case reports, June, 743 
fracture-dislocations, June, 741 
of forearm, compound fracture of, 
with gas bacillus infection as 
complication, Dec., 1607 
Bony ankylosis (from Neisserian in- 
fection) of knee- -joint after excision, 
complete firm union in _ three 
months, Dec., 1629 


| Brain and meninges, endothelioma of, 


Aug., 917 
block dissection in operation 
for, Aug., 917 
tumors, calcification in, June, 775 
case reports, June, 777 
Breast, lactating intracanalicular lipo- 
myxofibro- adenoma of, Dec., 1599 
Burn scars, keloid following, June, 
44 


pepsin treatment, June, 845 
treatment, June, 845 
treatment of, June, 841 
cases illustrating, June, 848- 
855 
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Dupuytren’s classification, 
June, 842 
Esser’s epithelial inlay in treatment 
of, June, & 
fifth and sixth degrees, June, 843 
first degree, June, 842 
fourth degree, June, 843 
paraffin wax treatment, June, 844 
second degree, June, 842 
third degree, June, 842 
Bursa, right palmar, traumatic bur- 
sitis of, Dec., 1620 
Bursitis, chronic subacromial, 
calcification, Oct., 1361 
traumatic, of right palmar bursa, 
Dec., 1620 


with 


CALCIFICATION in brain tumors, June, 
1 


case reports, June, 777 
pineal, June, 
Calculous cholecystitis, chronic, Feb., 
15 


formation with paraffin foreign body 
in bladder, Dec., 1651 
Calculus, renal, Aug., 903; Dec., 1685 
diagnosis, Dec., 1710 
—" treatment, Dec., 
1713 


operation under local anesthesia, 
Dec., 1513 

pyelography in diagnosis of, Aug., 
1000 


Roentgen-ray examination, Dec., 
1711 


symptomatology, Dec., 1711 
treatment, Dec., 171 
salivary, Aug., 964 
submaxillary, Feb., 193 
ureteral, Aug., 1063; Dec., 1685 
diagnosis, Dec., 1710 
injections of sweet oil for, Aug., 
1063 
non-operative treatment, Dec., 
1713 
m6 genteel examination, Dec., 
1711 
symptomatology, Dec., 1711 
treatment, Dec., 1713 
Calot, triangle of, April, 539 
Carbuncle of neck, electrocautery 
knife and Carrel-Dakin treatment, 
Feb., 93 
Carcinoma, apparent increase, Oct., 
1233 


at ileocecal valve, operative treat- 
ment, June, 589 

etiology of, Oct., 1233 

metastatic, of cervical lymph-nodes, 
with hyperalgesia, Feb., 203 
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Carcinoma of base of tongue, case il- 
lustrating, Oct., 14 
of — radium treatment, Axg., 
107 
of hypopharynx = —— end of 
esophagus, Oct., 
of kidney, Aug., joie 
of neck, removal, with resection of 
three carotids and internal jug- 
ular vein, Feb., 109 
of parotid gland, Aug., 964 
of tongue and tonsillar lodge, case 
illustrating, Oct., 1462 
transverse colon, 
operation for, Feb., 97 
of uterus, Oct., 1231 
acetone in, Oct., 1237 
age incidence, Oct., 1232 
cases illustrating, Oct., 1240-1253 
chemical agents in, Oct., 1237 
race incidence, Oct., 1231 
radium in, Oct., 1238 
thermic agents in, Oct., 
treatment, Oct., 1237 
x-rays in, Oct., 1238 
papillary, of renal pelvis, Aug., 1019 
in child, Oct., 1255 
re gastrectomy for, results of, 
eb 
snomtine of, Oct., 1233 
squamous-cell, of renal pelvis, Aug., 
1019 
subtotal gastrectomy for, Feb., 60 
Carcinomatous ulcer on lesser curva- 
ture of stomach, excision of, Feb., 50 
Carpal bones, fracture-dislocations, 
June, 741 
fracture-dislocations, case reports, 
June, 743 
Cartilage, semilunar, of knee, fracture 
of, with fringe pinching, Feb., 197 
Cataracts, morbid tonsils as factor in 
etiology, Feb., 182 
Catheter, in-lying, simple method of 
anchoring, in male, Oct., 1188 
Cautery in carcinoma of uterus, Oct., 
1238 


of Mikulicz’s 


1238 


Cavity, empyema, chronic traumatic, 
lined by skin-flap, Dec., 1485 
Cecum, partial volvulus of, Dec., 

Celiac parotitis, Dec., 1592 
Cement, rubber-ether, application of, 
to surgery, Oct., 11 
Cervical esophageal 
Feb., 163 
lymph-nodes, metastatic carcinoma 
of, with hyperalgesia, Feb., 203 
rib, June, 615 
classification, June, 625 
diagnosis, June, 627 


1667 


diverticulum, 
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Cervical rib, frequency, June, 624 
hockey-stick incision for, June, 
629 
symptoms and signs, June, 625 
Chemical agents in carcinoma of 
uterus, Oct., 1237 
Cholangitis, cholelithiasis, and chronic 
cholecystitis, Dec., 1595 
Cholecystectomy following acute rup- 
ture of gall-bladder, Dec., 1681 
technic of, Aug., 1049 
Cholecystitis, acute, Feb., 229 
calculous, chronic, Fed., 15 


chronic, cholelithiasis, and cholan- | 


gitis, Dec., 1595 
simulating gastric malignancy, 
June, 801 
Cholelithiasis, Feb., 229 


chronic cholecystitis and cholan- | 


gitis, Dec., 1595 


April, 373 
recurrent, Feb., 21 
Chondroma, multiple, of hand, Feb. 
221 


Chorioid, melanoma of, melanosar- 
coma of liver secondary to, treat- | 


ment, Aug., 978 
Chronic traumatic empyema cavity 
lined by skin-flap, Dec., 1485 
Colic intussusception, Aug., 1108 
Colitis, ulcerative, Axg., 1033 
chronic, value of surgical inter- 
ference i in, Aug., 1033 
etiology of, ‘Aug.. 1034 
pathology of, Aug., 1034 
technic of operation for, 
1033 
Colon, anatomic variations of, 
gical importance, Feb., 254 
iliopelvenum, anatomic variations, 
Feb., 257 
pelvenum, 
Feb., 257 
a. anatomic variations, Feb., 
25 


Aug., 


sur- 


anatomic variations, 


spastic, Aug., 1135 
transverse, carcinoma of, Mikulicz’s 
operation for, Feb., 97 
Colostomy, special technic, June, 857 
Colporrhaphy, anterior, Aug., 1163 
Common bile-duct, repair of, Aug., 
953 
iliac artery, aneurysm of, ligation 
for, June, 681 
Compound double fracture of leg with 
primary closure, Feb., 85 
fracture of bones of forearm with 
gas bacillus infection as compli- 
cation, Dec., 1 
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Compound posterior dislocation of el- 
bow, June, 831 
Compression fracture of dorsolumbar 
vertebre, pathology of, 
Aug., 1083 
treatment of, Aug., 1083, 
1098 
of spine, April, 509 
operation for unilateral ereery 
tuberculosis, Aug., 941 
Congenital infantile inguinal hernia, 


Feb., 77 
stricture of rectum in children, 
Aug., 1115 


Contractor, wound, Oct., 1182 


Contractures about axilla, skin graft 


and delayed flap in, Oct., 1373 
about neck, skin graft and delayed 
flap in, Oct., 1373 


| Cosmetics in operation for umbilical 
hepatitis, os of gall-bladder, | 


hernia, Oct., 1184 
Cryptogenetic sepsis, case illustrating, 
| Oct., 1449 
,| Cutaneous hemorrhoid, _ perirectal 
melanoblastoma developing in, 
Dec., 1493 
Cystadenoma, bilateral papillary, of 
ovary, 579 


Cystic bile-duct, obstruction of, 
enlarged lymph-node, Feb., 73 
duct, anomalous relations, to hep- 
atic duct, April, 539 
Cystostomy, suprapubic, air dilata- 
tion of bladder in, Oct., 1189 
Cysts, dermoid, bilateral, of ovary, 
April, 579, 586 
of pancreas, Oct., 1319 
echinococcus, of liver, 
Aug., 974 
mesenteric, June, 811 
origin of, June, 820 
symptoms of, June, 820 
multilocular parovarian, Feb., 11 
of pancreas, April, 439; Aug., 887 
of parotid gland, Aug., 964 
of patella, Oct., 1357 
pituitary, treatment of, Feb., 41 


by 


treatment, 


DERMAL graft and delayed flap, some 
uses, Oct., 1371 
Dermoid cysts, bilateral, 
April, 579, 586 
of pancreas, Oct., 1319 
Descensus and displacement of uterus 
in young woman, Dec., 1501 
Dilatation, air, of bladder, in supra- 
pubic cystostomy, Oct., 1 
Disabilities of knee-joint, Oct., 
Disability, foot, Oct., 1389 


of ovary, 


1327 
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Disability, foot, analysis of 781 con- 
secutive cases, Oct., 1389 
Dislocation, anterior, of lunate and | 
proximal fragment of fractured | 
navicular, June, 743 
of os lunatum, June, 7 
with fracture of os navicu- | 


lare, June, 742 
of proximal fragment of fractured | 
navicular, June, 751 


compound posterior, of elbow, June, | 
831 | Edema, bilateral, of ovary, April, 579, 


of shoulder, adhesions following, 
manipulation of shoulder for, | 
Oct., 1365 

old, of hip, treated by open latins, | 
Feb., 

partial backward, of ove epiphysis 
of femur, April, 361 

posterior, of a joint, 
obstetric palsy, Feb., 79 

subastragaloid, of foot, backward 
and downward, Feb., 365 

Diverticulitis of sigmoid discharging 
concretions into ware bladder, 


with 


case illustrating, Oct., 1454 
Diverticulum, cervical esophageal, 
Feb., 163 


Meckel’s strangulation over, ne- 
crosis of intestine from, case re- 
port, Dec., 1481 

of esophagus and a intrathoracic 
goiter, Oct., 122 

Dorsolumbar vertebra, compression 
fracture of, pathology, 
Aug., 1083 
treatment, Aug., 1083, 1098 
Double a of upper je- 
jenum, Axg., 

kidney with eet calculi in 
both pelves, Feb., 143 

Drainage, transpleural, under para- 
vertebral anesthesia, for sub- 
phrenic abscess, Aug., 925 

vaginal, preoperative vaginal pack 
or, Oct., 1186 
—- shoe-hook, adhesive, Oct., 


Duodenal ulcer, epigastric hernia, | 


retroperitoneal appendix, ad- | 
ventitious band, Feb., 155 

local anesthesia in operations for, 
Aug., 1027 

not discovered ng 
ploratory ——- te) 
previously, Feb., 

perforated, Feb., ns 

résumé of present- -day methods | 
of ae in European clinics, | 
Aug., 10 


an ex-| 
ur years | 
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| Duodenal ulcer unrelieved by chole- 


cystostomy done for upper ab- 
dominal symptoms, Feb., 47 

| Dupuytren’s classification of burns, 
June, 842 

|Dura and arachnoid, collections of 
fluid between, June, 706 


| Ecuinococcus cyst of liver, 
ment, Aug., 974 


treat- 


582 
| Elbow- -joint, compound posterior dis- 
location, June, 831 
involvement of, in fracture of lower 
end of humerus, Oct., 1435 
Electrocautery in carcinoma of uterus, 
Oct., 1238 
knife and Carrel-Dakin treatment 
of carbuncle of neck, Feb., 93 
Elephantiasis, bilateral, of ovary, 
April, 579, 582 
nostras of genitalia, Dec., 1537 
operative technic, Dec., 1539 
pathology, Dec., 1542 
Elevation of uterus, preoperative 
vaginal pack for, Oct., 1185 
Elliott trephine operation for chronic 
simple glaucoma, June, 738 
Embryonal adenomyosarcoma of kid- 
ney, Aug., 1017 
Emergency method of controlling 
hemorrhage from prostatic urethra 
following punch operation, Oct., 
1281 
Empyema cavity, chronic traumatic, 
lined by skin-flap, Dec., 1485 
Endosalpingitis pseudofollicularis tu- 
berculosa, Dec., 1588 
Endoscopy, peroral, June, 787 
anesthetics in, June, 788 
approach in, June, 788 
complications of, June, 790 
— of patient in, June, 
88 


Endothelioma of brain and meninges, 





Aug., 917 
block dissection in operation 
for, Aug., 917 
| Enteric intussusception, Aug., 1108 
| Epigastric hernia, duodenal ulcer, re- 
er appendix, adventitious 
| band, Feb., 
| Epiphyseal Racaees, complete, of hip, 
April, 357 
| Epiphysis, lower, of femur, partial 
dislocation backward, April, 361 
| radial, lower, separation of, April, 
| 446 
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Epiphysis, separated, of lower end of 
femur, two open operations for, 
Aug., 1043 

Epithelioma of esophagus, 
hemorrhage in, April, 531 

Esophageal dilator, Lerche’s, Oct., 

1223 


sudden 


diverticulum, cervical, Feb., 163 
Esophagotome for adults in action, 
Oct., 1222 
Esophagus, chronic ulcer of, with 
stricture at site of 
ulcer, Oct., 1211 
treatment, Oct., 1213 
diverticulum of, and large intra- 
thoracic goiter, Oct., 1227 
epithelioma of, sudden hemorrhage 
in, April, 531 
multiple strictures, and hour-glass 
stomach following lye poisoning, 
Oct., 1217 
upper end, and hypopharynx, car- 
cinoma of, Oct., 1203 
Essential hematuria, Dec., 1641 
Esser’s epithelial inlay in treatment 
of burns, June, 844 
Excision of carcinomatous ulcer on 
lesser curvature of stomach, Feb., 
50 
hepatic duct, accidental, case 
illustrating, Oct., 1466 
of knee-joint, June, 633, 711 
technic, June, 652 
Exophthalmic goiter with acute myx- 
edema complicating postoperative 
convalescence, Dec., 1611 
Exophthalmos, unilateral, clinical re- 
port of five cases, Feb., 281 
Exostosis of foot, Oct., 1397 
Eye clinic, June, 731 
foreign body in, June, 736 
Sweet’s apparatus for localiz- 
ing, June, 737 


of 


FEMORAL hernia, strangulated, with 

gut necrosis, case report, Dec., 1477 

Femur, acute osteomyelitis of, Feb., 
243 


fractures of, internal fixation in, 
complications following, Dec., 
1631 
skeletal traction in, April, 460 
lower end, separated epiphysis of, 
two open operations for, Axg., 
1043 


epiphysis, partial dislocation 
backward, April, 361 
Fibroma of labium majus, Oct., 1323 
of ovary, Oct., 1323 
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Fibula and tibia, right and left, lower 
thirds, fracture of, Oct., 1431 


Finger, gunshot wound of, April, 369 


Fixation, internal, in fractures of fe- 
mur, complications following, Dec., 
1631 

Flap, delayed, and dermal graft, some 
uses, Oct., 1371 

Flat-foot, gonorrheal, Oct., 1395 


Follicle, graafian, ruptured, simulat- 


ing appendicitis, Feb., 275 
Foot, chronic arthritis of, Oct., 1393 
disability, Oct., 1389 
analysis of 781 consecutive cases, 
Oct., 1389 
exostosis of, Oct., 1397 
fracture of, Oct., 1397 
infection, Oct., 1396 
strain, acute, Oct., 1398 
subastragaloid dislocation, back- 
ward and downward, April, 365 
weak, Oct., 1391 
gonorrheal, Oct., 1395 
with arteriosclerosis, Oct., 1392 
with hallux valgus, Oct., 1398 
with varicose veins, Oct., 1393 
Forearm, bones of, compound fracture 
of, with gas bacillus infection as 
complication, Dec., 1607 
Foreign body in eye, June, 736 
Sweet’s apparatus for localiz- 
ing, June, 737 
paraffin, in bladder with calculous 
formation, Dec., 1651 
Fracture clinic, April, 443 
complete epiphyseal, of hip, April, 
357 


compound double, of leg, with pri- 
mary closure, Feb., 
of bones of forearm with gas ba- 
cillus infection as complica- 
tion, Dec., 1607 
compression, of dorsolumbar ver- 
tebrz, pathology of, Aug., 
1083 
treatment, Aug., 1083, 1098 
of spine, A pril, 509 
infected, of base of skull, Oct., 1341 
injuries to peripheral nerves asso- 
ciated with, Dec., 1719 
of astragalus, bone-block of ex- 
tension of foot due to, Feb., 217 
of femur, internal fixation in, com- 
plications following, Dec., 1631 
skeletal traction in, April, 460 
of floor of acetabulum, April, 505 
of foot, Oct., 1397 
of humerus, lower end, with in- 
volvement of elbow-joint, Oct., 
1435 
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Fracture of humerus, neck, treatment | Gall-stone obstructing small bowel, 


of, April, 450 
of os calcis, Oct., 1398 
naviculare, June, 741 


June, 677 


Gangrene of testicle from torsion of 


spermatic cord, June, 837 


of patella, mobile method of treat- | Gas bacillus infection with compound 


ment, Dec., 1603 
of right and left tibia and fibula, | 
lower thirds, Oct., 1431 | 
of scaphoid, June, 741 | 
of semilunar cartilage of knee with | 
fringe pinching, Feb., 197 
of shaft of humerus, April, 450 
of tibia with loss of substance, 
April, 517 
open treatment, temporary screw | 
fixation in, Oct., 1198 
supracondylar, of humerus, Feb., | 
171 
treatment of, equipment for stand- | 
ardization of, Oct., 1421 
unrecognized, April, 443 
ununited, of lower jaw, ideal man- 
agement of case with loss 
of bone substance, April, 
336 





restoration of bone, April, 


1 
sources of graft, April, 334 
surgery of soft parts, April, 
329 


with or without loss of bone, 





April, 301 
of radius bone-graft inlay in, 
Feb., 207 
Fracture-dislocations, midcarpal, 
June, 754 


of carpal bones, June, 741 
case reports, June, 743 
Fringe joints, Oct., 1335 
Froéhlich’s syndrome, Feb., 34 
Fulguration and radium treatment of 
papilloma of prostatic urethra, 
Aug., 1071 


GALL-BLADDER and appendix, chronic 
disease of, with gastro-intestinal 
bleeding, Dec., 1553 

anomalous relations, 
duct, April, 539 
Gall-bladder disease, 
Aug., 1049 
hydrops of, hepatitis, cholelithiasis, 
April, 373 
rupture of, acute, cholecystectomy 
following, Dec., 1681 
subacute perforation, with intra- 
peritoneal abscess for- 
mation, Oct., 1313. 
and pernicious anemia, 
Oct., 1317 


to hepatic 


diagnosis of, 


fracture of bones of forearm, Dec., 
1607 


| Gastrectomy, partial, for carcinoma, 


result of, Feb., 57 
subtotal, for carcinoma, Feb., 60 


|Gastric and intestinal bleeding in 


chronic appendix and gall-bladder 
disease, Dec., 1553 
malignancy, chronic cholecystitis 
simulating, June, 801 
ulcer, local anesthesia in operations 
for, Aug., 1027 
perforation of, followed by car- 
cinoma, Feb., 55 
résumé of present-day methods of 
treating, in European clinics, 
Aug., 1027 
Gastrojejunal ulcer, June, 657 
diagnosis, June, 668 
etiology, June, 669 
treatment, June, 670 
Gastrojejunostomy, detachment 
case illustrating, Feb., 43 
Gauze catheter pack for controlling 
hemorrhage after suprapubic pros- 
tatectomy, Oct., 1193 
Genitalia, elephantiasis nostras of, 
Dec., 1537 
operative technic, Dec., 1539 
pathology, Dec., 1542 
Genu recurvatum following resection 
for tuberculosis, Oct., 1405 
Gillies’ method of tubing pedicled 
flaps, June, 846 
Glaucoma, chronic simple, June, 738 
Elliott’s trephine operation for, 
June, 738 
Goiter, exophthalmic, with acute myx- 
edema complicating postoperative 
convalescence, Dec., 1611 
intrathoracic, large, diverticulum of 
esophagus and, Oct., 1227 
Gonorrheal flat-foot, Oct., 1395 
Graafian follicle, ruptured, simulating 
appendicitis, Feb., 275 
Graft, bone-, ideal, as determined by 


of, 


experimental investigations, June, 
761 

dermal, and delayed flap, some 
uses, Oct., 1371 


Granuloma of bladder, Oct., 1273 








treatment, Oct., 1275 

| Graves’ disease, Dec., 1671 
|Gunshot wound of abdomen, April, 
| 56 
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Gunshot wound of finger, April, 369 
of liver, treatment, Aug., 973 


HAnp, multiple chondroma of, Feb., 
221 
paralysis of intrinsic muscles, April, 


operative relief, April, 465 
Head injuries, June, 699 
indications for surgical treatment, 
June, 699 

Hallux valgus, weak foot with, Oct., 

1398 
Hemangioma of parotid gland, Aug., 

968 


Hematuria, Dec., 1641 
essential, Dec., 1641 
in tumors of kidney, Aug., 1020 
Hemorrhage from prostatic urethra 
following punch operation, emer- 
gency method of controlling, 
Oct., 1281 
oo intracapsular, of liver, June, 
673 


postoperative, following suprapubic 
prostatectomy, Oct., 1191 
gauze catheter pack for 
controlling, Oct., 1193 
method of controlling, Oct., 
1191 
sudden, in epithelioma of esophagus, 
pril, 531 
Hemorrhagic 
April, 489, 496 
pancreatitis, "acute, simulating — 
jejunal obstruction, April, 575 


— traumatic, 


Hemorrhoid, cutaneous, _perirectal 
melanoblastoma developing in, 
Dec., 1493 


Hepatic duct, accidental complete 
excision of, case illustrating, 

Oct., 1466 
anomalous relations of cystic 
oy or gall-bladder to, April, 


Hepatitis, cholelithiasis, hydrops of 
gall-bladder, April, 373 
Hernia, epigastric, "duodenal ulcer, 
Ho tay ri opendiz, adven- 
titious band, 
femoral, neat whe with gut 
necrosis, case report, Dec., 1477 
es congenital infantile, Feb., 


irreducible right, Feb., 1 
strangulated, operation on, in 
resence of overlying suppurat- 
ing bubo, Feb., 
lumbar, through Grynfeldt and 


Lesshaft’s triangle, Feb., 267 
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Hernia, traumatic, over crest of right 
ilium, Dec., 1617 
umbilical, operation for, cosmetics 
in, Oct.., 1184 
ventral, postoperative, June, 877 
traumatic, with injury to mes- 
entery, "Dec. -, 1615 
HD, ont epiphyseal fracture, 
pril 
dislocation of, old, treated by open 
incision, Feb., 113 
Hip-joint, ankylosis of, operation for, 
Dec., 17 
tuberculosis of, Feb., 119 
Hockey-stick incision for cervical rib, 
June, 629 
Hodgkin’ s disease, tuberculous lymph- 
— and, differentiation, Aug., 
11 


Hornor’s syndrome, April, 473 
Hour-glass contraction of stomach, 
April, 343 
stomach, Aug., 911 
and multiple strictures of esoph- 
agus following lye poisoning, 
Oct., 1217 
Humerus, lower end, fracture of, with 
involvement of ‘elbow-joint, Oct., 
14 


neck of, fracture, April, 450 

shaft of, fracture, April, 450 

supracondylar fracture, Feb., 171 
Hydronephrosis, Feb., 151 

of right kidney of unknown origin, 

Oct., 1267 
operation for, Feb., 152 
pyelography in diagnosis of, Aug., 


pyelo-ureteral plastic for, Oct., 1441 


Hydrops of gall-bladder, hepatitis, 
cholelithiasis, April, 373 
Hypernephroma of kidney, Aug., 


1007, 1018 
Hypopharynx and upper end of 
esophagus, carcinoma of, Oct., 1203 
Hysterectomy, vaginal, combined with 
colpovesicorrhaphy and _ colpoper- 
ineorrhaphy, Aug., 1157 


ILEOCECAL intussusception, Aug., 1108 

valve, carcinoma at, operative 
treatment, June, 589 

Ileocolic intussusception, Aug., 1108 

Ileus, reflex, in tumors of kidney, 
Aug., 1023 

Iliac artery, common, aneurysm of, 

. ligation for, June, 681 

Immunity to tuberculous 


lymph- 
adenitis, Aug., 1148 
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Incision, hockey-stick, for cervical 


rib, June, 629 


McBurney, al removal of high 
appendix, Feb., 71 

open, old cP ans of hip treated 
by, Feb., 113 

Schuchardt, in vaginal section, 
Aug., 1161 


Infantile inguinal hernia, congenital, 
Feb., 
paralysis, talipes calcaneus due to, 
astragalectomy and backward 
displacement of foot for, Oct., 
1347 
Infected fracture of base of skull, Oct., 
1341 


Infection, foot, Oct., 1396 

gas bacillus, complicating compound 
fracture of bones of forearm, Dec., 
1607 

of neck, secondary suture in treat- 
ment, Feb., 133 

staphylococcus, of bone, results of, 

April, 


etnenontery disease, pelvic, June, 
865 


tumors of omentum, th 521 
etiology, April, 52 
Inguinal hernia, congenital infantile, 
Feb., 7 
irreducible right, Feb., 1 
strangulated, operation on, in 
presence of overlying suppurat- 
ing bubo, Feb., 67 
Injuries to peripheral nerves asso- 
ciated with fractures, Dec., 1719 
unusual, about knee-joint, Aug., 
1127 
In-lying catheter, simple method of 
anchoring, in male, ct., 1188 
Inoperable varicose veins "and ulcers, 
Dec., 1663 
Interdental splint in fracture of lower 
jaw, April, 319 
Internal fixation in fractures of femur, 
complications following, Dec., 1631 
Intestinal and gastric bleeding in 
chronic appendix and gall-bladder 
disease, Dec., 1553 
obstruction, acute, recurrent, Feb., 7 
Intestine, distended, aseptic emptying 
of, by rubber-towel method, Oct., 
1195 
necrosis of, from a strangulation | 
over Meckel’ s diverticulum, | 





case report, Dec., 1481 

with strangulated femoral hernia, 

case report, Dec., 1477 

_— gall- stone obstructing, June, | 
6 
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Intestine, strangulated, acute, two- 

stage operations in, Dec., 1477 
Intracanalicular lipomyxofibro-ade- 

noma of breast, lactating, Dec., 1599 
Intracapsular hemorrhage, large, of 

liver, June, 673 
Intracranial ‘lesions, 

diagnosis, Feb., 289 
Intrathoracic goiter, large, diver- 

ticulum of esophagus and, Oct., 1227 
Intrinsic muscles of hand, paralysis 

of, April, 465 
operative relief, April, 465 

Intussusception, colic, Aug., 1108 

double, of upper jejunum, Avxg., 

1103 

enteric, Aug., 1108 

ileocecal, Aug., 1108 

ileocolic, Aug., 1108 

treatment of, Aug., 1111 

tumors as cause, Aug., 1106 

varieties of, Aug., 1108 


use of air in 


JAUNDICE, arsphenamin, simulating 
biliary duct obstruction, Feb., 125 
Jaw, lower, ununited fracture, ideal 
management of case with 
loss of bone substance, 
April, 336 
interdental splint in, April, 
319 


restoration of bone, April, 
331 


sources of graft, April, 334 
surgery of soft parts, April, 
329 


with or without loss of bone, 
April, 301 
Jejunal ulcer, June, 657 
diagnosis of, June, 668 
etiology, June, 669 
treatment, June, 670 
Jejunum, upper, double intussuscep- 
tion of, Aug., 1103 
Joint mouse in knee with fracture of 
external condyle of femur, April, 
13 


Joints, fringe, Oct., 1335 


| KeLorw following burn scars, June, 
844 


pepsin treatment, June, 845 
treatment, June, 845 
| Keratoconus, double- sided, June, 731 
Kidney, actinomycosis of, ‘Aug., 899 
adenoma of, Auxg., 016 
and ureter, calculi in, Dec., 1685 
diagnosis, Dec., 1710 





1754 


Kidney and ureter, calculi in, non-op- 
erative treatment, Dec., 1713 
Roentgen-ray examination, 
Dec., 1711 
symptomatology, Dec., 
treatment, Dec., 1713 
angioma of, Aug., 1017 


1711 


calculi in, operation under local 


anesthesia, Dec., 1513 
carcinoma of, Aug., 1016 
congenital anomalies, pyelography 
in diagnosis, Awug., 990 
— to, in pyelography, Aug., 
88 
double, with suspected calculi in 
both pelves, Feb., 143 
embryonal adenomyosarcoma of, 
Aug., 1017 
hypernephroma of, Aug., 1007, 1018 
mixed-cell tumors of, Aug., 1017 
pelvis, abnormality of, with pyo- 
nephrosis, Feb., 129 


early papilloma of, Dec., 1641 


polycystic disease of, ‘pyelography in | 


diagnosis of, Aug., 1002 
right, hydronephrosis of, 
known origin, Oct., 1267 
sarcoma of, Aug., 1017 
stone in, Aug., 903 
pyelography in 
Aug., 1000 
teratoids of, Aug., 1017 
tuberculosis of, pyelography 
diagnosis of, Aug., 999 
tumors of, Aug., 1007 
diagnosis of, Aug., 1019 


diagnosis of, 


pyelography in diagnosis of, Axg., | 
7, 1007 


symptoms of, Aug., 1019 
technic of removal, Aug., 1007 
treatment, Aug., 1025 
Knee-joint, bony ankylosis of, from | 
Neisserian infection, 
cision, complete firm union in | 
three ‘months, Dec., 1629 
disabilities of, Oct., 1327 
excision of, June, 633 
technic, June, 652, 711 
loose bodies in, Oct., 1328 
beneath external semilunar car- | 
tilage, Oct., 1401 
mouse in, with fracture of external 
condyle of femur, April, 513 


old ankylosis of, amputation for, | 


Oct., 1367 


osteochondritis dissecans of, Oct., 
1328 | 


semilunar cartilage of, fracture, 
with fringe pinching, Feb., 197 
suppurative arthritis of, Feb., 243 


of un-| 


in | 


after ex- | 
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| Knee-joint, tuberculosis of, one rene 
after excision of joint, Dec., 1625 
unusual injuries about, Aug., 1127 


| LABIUM majus, fibroma of, Oct., 1323 

Lactating intracanalicular lipomyxo- 
fibro-adenoma of breast, Dec., 1599 

Larynx, diseases of, morbid tonsils as 
factor in etiology, Feb., 184 

Leg, compound double fracture, with 

primary closure, Feb., 

temporary artificial, Oct., 1367 

Lerche’s esophageal dilator, Oct., 1223 

Ligation for aneurysm of common 
iliac artery, June, 681 

| Lipoma myxomatodes, 
Dec., 1519 

Lipomy as adenoma, jonoting | in- 

| tracanalicular, of breast, Dec., 1599 

| Liver, abscess of, following appendi- 
citis, treatment, Aug., 976 

echinococcus cyst of, treatment, 
Aug., 974 

gunshot wound of, treatment, Auxg., 
973 

large intracapsular hemorrhage of, 
June, 673 

melanosarcoma of, secondary to 
melanoma of chorioid, treatment, 
Aug., 978 

ruptured, Feb., 139 

surgery, four cases requiring, Aug., 
973 


case report, 


| Local aT appendectomy with, 
Dec., 
PRs og for nephrolithiasis un- 
der, Dec., 1513 
| Loose bodies in’ knee- -joint, Oct., 1328 
beneath external semilunar car- 
tilage, Oct., 1401 
| Lumbar hernia through Grynfeldt and 
Lesshaft’s triangle, Feb., 267 
| Ly ee tuberculous, Aug., 
114 
differential diagnosis, Aug., 1149 
immunity to, Aug., 1148 
pathology of, Aug., 1148 
treatment of, Aug., 1150 
Ly mphangioma of parotid gland, 
Aug., 968 , 
| Ly mph- nodes, cervical, metastatic 
carcinoma of, with hyperalgesia, 
Feb., 203 
enlarged, obstruction of cystic bile- 
duct by, Feb., 73 


MALFORMATIONS, anal, Aug., 1115 
Malignancy, gastric, chronic chole- 
cystitis simulating, June, 801 
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Manipulation of shoulder for ad- 
hesions following dislocation, Oct., 
1365 

McArthur's se adhesive dress- 
ing, Oct., 

McBurney poo! et for removal of 
high appendix, Feb. 

Meckel’s diverticulum, strangulation 
over, necrosis of intestine from, 
case report, Dec., 1481 

Melanoblastoma, perirectal, develop- 
ing in a cutaneous hemorrhoid, Dec., 
1493 

Melanoma of chorioid, melanosarcoma 
of liver secondary to, treatment, 
Aug., 978 

Melanosarcoma of liver secondary to 
melanoma of chorioid treatment, 
Aug., 978 

Mesenteric cysts, June, 811 

origin of, June, 820 
symptoms of, June, 820 

Mesentery, injury to, with traumatic 
ventral hernia, Dec., 

Metastases, solitary, in tumors of kid- 
ney, Aug., 1022 

Metastatic carcinoma of 
lymph-nodes 
Feb., 203 

Mikulicz’s disease, June, 823 

pathology of, June, 828 
treatment of, June, 829 
operation for carcinoma of trans- 
verse colon, Feb., 97 
Mixed tumors of parotid gland, Aug., 
963 


cervical 
with hyperalgesia, 


etiology, Aug., 967 
pathology, Aug., 967 
Mixed-cell tumors of kidney, Auxg., 
1017 

*“*Mobile’”’ method of treatment of frac- 
ture of patella, Dec., 1603 

Mouse, joint, in knee, with fracture 
of external condyle of femur, April, 
513 


Multilocular parovarian cyst, Feb., 11 
Multiple chondroma of hand, Feb., 221 
recurring suppurative osteomyelitis, 
eb., 
Muscles, intrinsic, of hand, paralysis 
of, April, 465 
operative relief, April, 465 
Musculospiral nerve, neuroma of, 
above elbow, Feb., 213 
Myoma of uterus complicating preg- 
nancy, Oct., 1285 
cases illustrating, Oct., 1292 
degeneration in, Oct., 1288 
diagnosis, Oct., 1288 
frequency, Oct., 1285 
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Myoma of uterus complicating preg- 
nancy, treatment, Oct., 1288 

Myxedema, acute, complicating ex- 
ophthalmic goiter postoperative 
convalescence, Dec., 1611 


NASAL deformities, external, of trau- 
matic origin, Oct., 1409 
Neck, carbuncle of, electrocautery 
knife and Carrel-Dakin treat- 
ment, Feb., 93 
contractures about, skin graft and 
delayed flap in, Oct., 1373 
infections of, secondary suture in 
treatment, Feb., 133 
tumor of, removal, with resection of 
three carotids and internal jug- 
ular vein, Feb., 109 
Necrosis of intestine from a strangula- 
tion over Meckel’s divertic- 
ulum, case report, Dec., 1481 
with strangulated femoral hernia, 
case report, Dec., 1477 
Nephritis, traumatic, hemorrhagic, 
April, 489, 496 
Nephrolithiasis, bilateral, operation 
under local anesthesia, Dec., 1513 
complicated case, Oct., 1471 
Nerve, musculospiral, neuroma of, 
above elbow, Feb., 213 
ulnar, anatomy of, at elbow, April, 
484 


Nerves, peripheral, injuries to, asso- 
ciated with fractures, Dec., 1719 
Neuroma of musculospiral nerve above 

elbow, Feb., 213 
tender, ’after’ amputation, alcohol 
injection for prevention of, Dec., 
1521 
Nose, deformities of, external, of trau- 
matic origin, Oct., 1409 


Om, sweet, injections of, for ureteral 
calculus, Aug., 1063 
Omental infections, postappendicular, 
frequency of, April, 521 
Omentum, inflammatory 
April, 521 
etiology, April, 527 
torsion of, frequency, April, 521 
Orange skin, Aug., 934 
Os calcis, fracture of, Oct., 
spurs of, Oct., 1398 
lunatum, anterior dislocation, June, 
741 


tumors, 


1398 


with fracture of os navic- 
; ulare, June, 742 
naviculare, fracture of, June, 741 
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Osteitis fibrosa, Dec., 1550 
Osteochondritis dissecans of knee- 
joint, Oct., 1328 
pathogenesis, Oct., 1328 
symptoms, Oct., 1335 
os elitis, acute, —_ 233 
emur, Feb., 


sanitiots recurring <a Feb., | 
* 247 


Ovary, bilateral dermoid cysts, April, 

579, 586 
edema of, April, 579, 582 
elephantiasis of, April, 579, 582 


= cystadenoma of, April, | 
579 


tumors, April, 579 
fibroma of, Oct., 1323 


PAIN in tumors of kidney, Aug., 1021 


Panastragaloid arthrodesis in tuber- 
culosis of ankle, Oct., 1407 
Pancreas, cyst of, April, 439; Aug., 887 
dermoid cyst of, Oct., 1319 
Pancreatitis, acute, acute appendi- 
citis and, differentiation, Feb., 
25 


hemorrhagic, simulating high je- | 
junal obstruction, April, 575 
subacute, Feb., 27 
suppurative, sequelz of, Feb., 29 
Papillary carcinoma of renal pelvis, 
Aug., 1019 
in child, Oct., 1255 
cystadenoma, bilateral, 
April, 579 
Papilloma of bladder, April, 424 
of prostatic urethra, radium and 
fulguration treatment, Aug., 1071 
of renal pelvis, Aug., 1019 
early, Dec., 1641 
Paraffin foreign body in bladder with 
calculous formation, Dec., 1651 
wax treatment of burns, June, 844 
Paralysis, infantile, talipes calcaneus 
ue to, astragalectomy and back- 
ward displacement of foot for, 
Oct., 13 
of intrinsic muscles of hand, April, 


of ovary, 


65 
operative relief, April, 465 
Paravertebral anesthesia, transpleural | 
drainage — for subphrenic ab- | 
scess, Aug., 9 
Parotid gland, adenoma of, Aug., 964 | 
carcinoma of, Aug., 964 
cyst of, Aug., 964 
hemangioma ‘of, Aug., 968 
lymphangioma of, Aug., 968 
mixed tumors of, Aug., 963 


VOLUME 3 


Parotid gland, mixed tumors of, eti- 
ology, Aug., 967 
pathology, Aug., 967 
sarcoma of, Aug., 965 
Parotitis, celiac, Dec., 1592 
following abdominal 
theories of, Dec., 1592 
following acute suppurative appen- 
dicitis, Dec., 1591 
Parovarian cyst, ’ multilocular, Feb., 11 
Patella, cyst of, Oct., 1357 
fracture of, “‘mobile’’ 
treatment, Dec., 1603 
recurrent tumor of, operation for, 
| Oct. 1357 
Peau d’orange, Aug., 934 
Pelvic abscesses associated with tuber- 
culous salpingitis, Dec., 1589 
inflammatory disease, June, 865 
Pelvis, renal, omy og, # es with 
pyonephrosis, Feb., 
papillary carcinoma of, reg 1019 
in child, Oct., 1255 
papilloma of, Aug., 1019 
early, Dec., 1641 
squamous-celled carcinoma of, 
Aug., 1019 
Penis, elephantiasis nostras of, Dec., 
15 


conditions, 


method of 


operative technic, Dec., 1539 
ie in treatment of keloids, June, 
84 


Perforated duodenal ulcer, Feb., 223 
Perforation of gastric ulcer followed 
by carcinoma, Feb., 
subacute, of gall-bladder, with in- 
traperitoneal abscess 
formation, Oct., 1313 
and pernicious anemia, 
Oct., 1317 
Peri-arterial sympathectomy; Ray- 
| maud’s disease; trophic ulcer, Dec., 
1659 
Peripheral nerves, injuries to, asso- 
ciated with fractures, Dec., 1719 
Perirectal melanoblastoma developing 
in a cutaneous hemorrhoid, Dec., 
1493 
Peritoneum, infection of, tuberculous 
salpingitis and, Dec., 1585 
| Peritonitis, appendical, Feb., 30 
Peroral endoscopy, June, 787 
anesthetics i in, June, 788 
approach in, June, 788 
complications of, June, 790 
| position of — in, June, 788 
Petit’s triangle, Feb., 
| Phantom tumor of sneer Oct., 
| 1288 
| Pineal calcifications, June, 777 
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Piscacek uterus, Oct., 1288 
Pituitary body, adenoma of, Feb., 33 
cysts of, treatment, Feb., 41 
disorders of, prognosis, Feb., 41 
surgical problems in manage- 
ment, Feb., 33 
symptomatology, Feb., 34 
treatment, Feb., 35 
x-ray examination, Feb., 35 
treatment, Feb., 36 
Polycystic disease of kidney, pyelog- 
raphy in diagnosis of, Aug., 1002 
Postappendicular omental infections, 
frequency, April, 521 
Postoperative hemorrhage following 
suprapubic _ prostatec- 
tomy, Oct., 1191 
gauze catheter pack for 
controlling, Oct., 1193 
method of controlling, 
Oct., 1191 
ventral hernia, June, 877 
Pott’s puffy tumor, Aug., 919 
Pregnancy, myoma of uterus com- 
plicating, Oct., 1285 
cases illustrating, Oct., 1292 
degeneration in; Oct., 1288 
diagnosis, Oct., 1288 
frequency, Oct., 1285 
treatment, Oct., 1288 
phantom tumor of, Oct., 1288 
Prostatectomy, standardization of, 
with reference to recent modi- 
fications of Young’s_ technic, 
June, 717 
suprapubic, postoperative hemor- 
rhage following, Oct., 
1191 


gauze catheter pack for 
controlling, Oct., 1193 

method of controlling, Oct., 
1191 


Prostatic obstruction, April, 549 
urethra, hemorrhage from, following 
punch operation, emergency 
— of controlling, Oct., 


papilloma of, radium and ful- 
guration treatment, Aug., 1071 
Pulmonary tuberculosis, unilateral, 
compression operation for, Aug., 941 
Pyelogram, normal, Aug., 990 
Pyelography, Aug., 985 
anuria after, Aug., 989 
dangers to kidney in, Aug., 988 
to patient in, Aug., 9 
historic review, Aug., 985 | 
in diagnosis of congenital anomalies | 
= kidneys and ureters, Aug., | 
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Pyelography in diagnosis of hydro- 

nephrosis, Aug., 992 

of polycystic disease of kidney, 
Aug., 1002 

of renal calculi, Aug., 1000 
tuberculosis, Aug., 999 

of stricture of ureter, Aug., 1002 

of — of kidney, Aug., 997, 
100 


in differentiation of abdominal 
tumors of renal or extrarenal 
origin, Aug., 1004 
solutions used, Aug., 986 
technic of, Aug., 987 
Pyelo-ureteral plastic for hydroneph- 
rosis, Oct., 1441 
Pyonephrosis, abnormality of kidney 
pelvis with, Feb., 129 


RADIAL artery, arteriovenous aneu- 
rysm, April, 569 
epiphysis, lower, 
April, 446 
Radium and fulguration treatment of 
papilloma of prostatic urethra, 
Aug., 1071 
treatment of carcinoma of bladder, 
Aug., 1077 
of uterus, Oct., 1238 
of tumors of bladder, 
435 
Radius, fracture of, ununited, bone- 
graft inlay in, Feb., 207 
Raynaud’s disease; trophic ulcer; 
peri-arterial sympathectomy, Dec., 
1659 
Rectum, congenital stricture, in chil- 
dren, Aug., 1115 
Recurrent acute intestinal obstruc- 
tion, Feb., 
cholelithiasis, Feb., 21 
tumor of patella, operation 
Oct., 1357 
Recurring suppurative multiple osteo- 
myelitis, Feb., 247 
Reinfusion of blood, Feb., 141 
Renal calculus, Aug., 903 
pyelography in diagnosis of, Aug., 
1000 


separation of, 


April, 


for, 


pelvis, papillary carcinoma of, Aug., 
1019 


in child, Oct., 1255 
papilloma of, Aug., 1019 


squamous-celled carcinoma of, 
Aug., 1019 
tuberculosis, pyelography in diag- 
’ nosis of, Aug., 
Resection for tuberculosis, genu re- 
curvatum following, Oct., 1405 
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Retractor, 


Oct., 1179 
special advantages, Oct., 1181 | 
varieties of, Oct., 1179 
Retransfusion of blood, Feb., 141 
Retro-orbital sarcoma, June, 734 
Retroperitoneal appendix, duodenal | 
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automatic wire spring, | Scars, burn, keloid following, June, 844 


pepsin treatment, June, 845 
treatment, June, 845 
treatment of, June, 841 
cases illustrating, June, 848-855 
| Schuchardt incision in vaginal section, 
Aug., 1161 


ulcer, — hernia, adventitious | Screw ‘fixation, temporary, in open 


band, 
Rib, ad yt 615 
" classification of, June, 625 
diagnosis of, June, 627 
frequency of, June, 624 
hockey-stick incision for, June, 
629 
symptoms and signs, June, 625 
treatment of, June, 6 
Rubber-ether cement, application of, 
to surgery, Oct., 1176 
Rubber-towel method of aseptic emp- 
tying of distended bowel, Oct., 1195 
Rupture, acute, of gall-bladder, chole- 
cystectomy following, Dec., 1681 
of uterus after operation for uterine 
suspension, June, 795 
Ruptured appendix with general per- 
itonitis simulating ruptured gas- 
tric ulcer, April, 573 
graafian follicle simulating appen- 
dicitis, Feb., 275 
liver, Feb., 139 


SALIVARY calculus, Aug., 964 
submaxillary, Feb., 193 
Salpingitis, tuberculous, Dec., 1557 
absence of clinical symptoms in, 
Dec., 1586, 1589 
diagnosis from histologic stand- 
point, Dec., 1587 
frequency, Dec., 1583 
infection of peritoneum and, 
Dec., 1585 
lesions associated with, Dec., 1588 
prognosis, Dec., 1589 
race incidence in, Dec., 
sterility in, Dec., 1584 
tuberculosis in other parts of 
body and, relation of, Dec., 
1584 
Sarcoma, multiple, tuberculous lymph- | 


1584 


adenitis and, differentiation, Aug. | Splint, 


1149 
of kidney, Aug., 1017 
of parotid gland, Aug., 965 
of tibia, April, 489 
retro-orbital, June, 734 


Scaphoid, accessory, disturbance of, | 


Oct., 1396 
fracture of, June, 741 


| Scrotum, 








| Spurs of os calcis, Oct., 
| Squamous-celled carcinoma. of renal 


1198 
elephantiasis nostras of, 
Dec., 1537 
elephantiasis nostras of, operative 
technic, Dec., 1539 
Semilunar cartilage of knee, fracture 
of, with fringe pinching, Feb., 197 
Separation of lower radial epiphysis, 
April, 446 
Sepsis, cryptogenetic, case illustrating, 
Oct., 1449 
ee a adhesive dressing, 
11 
Shoulder, dislocation of, adhesions fol- 
lowing, manipulation of shoulder 
for, Oct., 1365 
manipulation of, for adhesions fol- 
lowing dislocation, Oct., 1365 
posterior dislocation, with obstetric 
palsy, Feb., 79 
Sigmoid colon, anatomic variations, 
Feb., 25 
diverticulitis of, discharging con- 
cretions into urinary bladder, 
case illustrating, Oct., 1454 
Skeletal traction in fracture of femur, 
April, 460 
Skin, orange, Aug., 934 
Skin- flap for living gg traumatic 
empyema cavity, Dec., 
Skin-grafting and Perey flap, some 
uses, Oct., 1371 
in treatment of burns of third and 
fourth degrees, June, 843 
Skull, base of, infected fracture, Oct., 
1341 
Spastic colon, Aug., 1135 
Spermatic cord, torsion of, gangrene 
of testicle from, June, 837 
Spine, compression fracture, April, 
509 
tuberculosis of, Albee bone-graft 
operation in, Oct., 1403 
interdental, in fracture of 
lower jaw, April, 319 


treatment of fractures, Oct., 


Oct., 


1398 


pelvis, Aug., 1019 
Standardization of treatment of frac- 
tures, equipment for, Oct., 1421 
Staphylococcus infection of bone, re- 
sults of, April, 409 












Sterility associated with tuberculous 
salpingitis, Dec., 1584 
Stomach, hour-glass, Aug., 911 
and multiple strictures of esoph 
agus following lye poisoning, 
Oct., 1217 
contraction, April, 343 
lesser curvature of, carcinomatous 
ulcer on, excision of, Feb., 50 
surgery of, cases illustrating, Feb., 43 
ulcer of, local anesthesia in opera- 
tions for, Aug., 1027 
résumé of present-day methods 
of treating, in European clinics, 
Aug., 1027 
Stone in kidney, Aug., 903 
and ureter, Dec., 1685 
diagnosis, Dec., 1710 
non-operative treatment, Dec., 
1713 
Roentgen-ray 
Dec., 1711 
symptomatology, Dec., 1711 
treatment, Dec., 1713 
operation under local anesthesia, 
Dec., 1513 
pyelography in diagnosis of, Aug., 
1000 


examination, 


ureteral, Aug., 163 
Strain, foot, acute, Oct., 1398 
Strangulated femoral hernia with 
re * uetenss case report, Dec., 


inguinal pn Ss see on, in 
presence of overlying suppuratin 
bubo, Feb., 67 nites ’ 
Strangulation of intestine, acute, two- 
stage operations in, Dec., 1477 
over Meckel’s diverticulum, ne- 
crosis of intestine from, case re- 
port, Dec., 1481 
Stricture, congenital, of rectum, in 
children, Aug., 1115 
of ureter, pyelography in diagnosis 
_ _ of, Aug., 1 
Strictures, multiple, of esophagus and 
hour-glass stomach following lye 
_ poisoning, Oct., 1217 
Subacromial bursitis, chronic, with 
calcification, Oct., 1361 
Subacute pancreatitis, Feb., 27 
Subastragaloid dislocation of foot 
backward and downward, A pril, 365 
Subclavian artery, traumatic aneu- 
rysm of first part of, Dec., 1507 
ney salivary calculus, Feb., 





Subphrenic abscess, transpleural 
drainage under paravertebral anes- 


INDEX TO VOLUME 3 


1759 





mere appendicitis, sequelz of, 


arthritis of knee-joint, Feb., 243 
osteomyelitis, recurring multiple, 
Feb., 247 
Supracondylar fracture of humerus, 
Feb., 171 
Suprapubic cystostomy, air dilatation 
of bladder in, Oct., 1189 
prostatectomy, postoperative hem- 
orrhage following, Oct., 
1191 
gauze catheter pack for 
controlling, Oct., 1193 
method of controlling, 
Oct., 1191 
comes traumatic, three cases, Dec., 
1615 


Surgical adjuncts and methods, Ocz., 
1175 


Suspension, uterine, rupture of uterus 
after opetation for, June, 795 

Suture, bone, direct, June, 715 
secondary, in treatment of infec- 

tions of neck, Feb., 133 

Sweet oil, injections of, for ureteral 
calculus, Aug., 1063 

Sweet’s apparatus for localizing foreign 
bodies in eye, June, 737 

Sympathectomy, periarterial, Ray- 
naud’s disease; trophic ulcer, Dec., 
1659 

Syndrome, Fréhlich’s, Feb., 34 
Hornor’s, April, 473 


TALIPES calcaneus, astragalectomy 
and backward displacement of foot 
for, Oct., 1347 

Tarsus, tuberculosis of, Oct., 1394 

Tendo achillis, short, Oct., 1399 

Teratoids of kidney, Aug., 1017 

Testicle, gangrene of, from torsion of 
spermatic cord, June, 837 

Thermic agents in carcinoma of 
uterus, Oct., 1238 

Thigh, amputation of, and closure by 
secondary suture, Feb., 105 

Thyroid gland, toxic adenoma of, 
Dec., 1677 

Thyrotoxicosis, Dec., 1671 

Tibia and fibula right and left, lower 

thirds, fracture of, Oct., 1431 
fracture of, with loss of substance, 
April, 517 
sarcoma of, April, 489 
Toes, disabilities of, Oct., 1400 
Tongue and tonsillar lodge, carcinoma 
of, case illustrating, Oct., 1462 
base of, carcinoma of, case illus- 





thesia for, Aug., 925 








trating, Oct., 1456 
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Tonsils, diseased, as factor in etiology ; Tuberculous salpingitis, diagnosis from 
of cataracts, Feb., 182 histologic standpoint, Dec., 1587 
of diseases of larynx, Feb., frequency, Dec., 1583 
184 infection of peritoneum and, 
frequent effects, Feb., 181 Dec., 1585 
Torsion of omentum, frequency, April, | lesions associated with, Dec., 1588 
prognosis, Dec., 1589 
race incidence in, Dec., 1584 
sterility in, Dec., 1584" 
tuberculosis in other parts of body 
and, relation of, Dec., 1584 
| Tumors as cause of intussusception, 
Aug., 1106 


of spermatic cord, gangrene of tes-| 
ticle from, June, 837 
Toxic adenoma of thyroid, Dec., 1677 | 
Traction, skeletal, in fracture "of fe- | 
mur, April, 460 
Transpleural drainage under para-| 


vertebral anesthesia for subphrenic 

abscess, Aug., 925 | 

Traube- Herring waves, June, 702 

Traumatic aneurysm of first part of | 
subclavian artery, Dec., 1507 

bursitis of right palmar bursa, Dec., 
620 


empyema cavity, chronic, lined by | 
skin-flap, Dec., 1485 

hemorrhagic nephritis, 
496 

hernia over crest of right ilium, | 
Dec., 1617 | 

surgery, three cases, Dec., 1615 

ventral hernia with injury to mes- 
entery, Dec., 1615 


April, 489, | 


Triangle of Calot, April, 539 

Petit’s, Feb., 268 

Trimble on pathology of tumors, Dec., 
1549 


Trophic ulcer; Raynaud’s disease; 

periarterial sympathectomy, Dec., 

1659 

Tuberculosis of ankle-joint, Biesal- 
ski’s operation for, Oct., 1407 

of hip-joint, Feb., 119 

of knee, one year after excision of 
joint, Dec., 1625 

of spine, Albee bone-graft opera- 
tion in, Oct., 1403 

of tarsus, Oct., 1394 

pulmonary, unilateral, compression 
operation for, Aug., 941 

renal, pyelography in diagnosis of, 
Aug., 999 


resection for, genu recurvatum fol- 


lowing, Oct., 1405 
Tuberculous lymphadenitis, Avxg., 
1145 
differential diagnosis, Aug., 1149 
immunity to, Aug., 1148 
pathology, Aug., 1148 
lymphadenitis, treatment, 
1150 
salpingitis, Dec., 1557 
absence of clinical symptoms in, 
Dec., 1586, 1589 


Aug., 


bilateral, of ovary, April, 579 
brain, calcification in, June, 775 
case reports, June, 777 
inflammatory, of omentum, April, 
52 


etiology, April, 527 
mixed, of parotid gland, Aug., 963 
etiology, Aug., 967 
pathology, Aug., 967 
mixed-cell, of kidney, Aug., 1017 
of bladder, April, 423 
diagnosis, A pril, 426 
pathology, April, 423 
radium treatment, April, 435 
symptoms, April, 425 
treatment, April, 428 
of kidney, Aug., 1007 
diagnosis of, Aug., 1019 
pyelography i in diagnosis of, Aug., 
997, 100 
sy mptoms of, Aug., 1019 
technic of removal, Aug., 1007 
treatment, Aug., 1025 
of neck, removal, with resection of 
three carotids and internal jug- 
ular vein, Feb., 109 
phantom, of pregnancy, Oct., 1288 
Pott’s puffy, Aug., 919 
recurrent, of patella, operation for, 
Oct., 1357 
Trimble on pathology of, Dec., 1549 


ULCER, carcinomatous, on lesser cur- 


vature of stomach, excision of, 
Feb., 50 
chronic, of esophagus, with stric- 
ture at site of ulcer, 
Oct., 1211 
treatment, Oct., 1213 
duodenal, epigastric hernia, retro- 
peritoneal appendix, adventi- 
tious band, Feb., 155 
local anesthesia in ‘operations for, 
Aug., 1027 
not discovered during an explora- 
tory operation four years pre- 
viously, Feb., 49 
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Ulcer, duodenal, perforated, Feb., 223 
résumé of present-day methods 
of a in European clinics, 
Aug., 1 
unrelieved by cholecystostomy 
done for ~ gr abdominal 
symptoms, Feb., 
gastrojejunal, June, 687 
diagnosis of, June, 668 
etiology of, "Tune, 669 
treatment of, June, 670 
jejunal, June, 6 
diagnosis of, June, 668 
etiology of, "Tune, 669 
treatment of, June, 670 
of stomach, local a in op- 
erations for, Aug., 
perforation of, followed by car- 
cinoma, Feb., 55 
résumé of present-day methods of 
treating, in European Clinics, 
Aug., 1027 
trophic; Raynaud’s disease; peri- 
arterial sympathectomy, Dec., 1659 
Ulcerative colitis, Aug., 1033 
chronic, value of surgical inter- 
ference in, Aug., 1033 
etiology of, Aug., 1034 
pathology of, Aug,, 1034 
technic of operation for, Aug., 
1033 
Ulcers and veins, varicose, inoperable, | 
Dec., 1663 
Ulnar nerve, 
April, 484 


anatomy, at elbow, 





Umbilical hernia, operation for, cos- 
metics in, Oct., 1184 
Ureter and kidney, calculi in, Dec, | 
1685 


diagnosis, Dec., 1710 
— treatment, Dec., 
1713 


Roentgen-ray 
Dec., 1711 
symptomatology, Dec., 
treatment, Dec., 1713 
calculus in, Aug., 1063 | 
congenital anomalies, pyelography | 
in diagnosis, Aug., 990 
stricture of, pyelography in diag- | 
nosis of, Aug. -, 1002 
Ureteral calculus, Aug., 1063 
— of sweet oil for, Axug., 


Urethra, rostatic, hemorrhage from, | 
following punch _ operation, | 


examination, | 
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Urethrocele, Oct., 1263 
Urologic study in tumors of kidney, 
Aug., 1023 
Uterine suspension, rupture of uterus 
after operation for, June, 795 
vaginal repair; appendectomy, 
June, 595 
Uterus, carcinoma of, Oct., 1231 
acetone in, Oct., 1237 
age incidence, Oct., 1232 
cases illustrating, Oct., 1240-1253 
chemical agents in, Oct., 1237 
race incidence, Oct., 1231 
radium in, Oct., 1238 
thermic agents in, Oct., 
treatment, Oct., 1237 
x-rays in, Oct., 1238 
descensus and displacement of, in 
young woman, Dec., 1501 
elevation of, preoperative vaginal 
pack for, Oct., 1185 
myoma of, ‘complicating pregnancy, 
Oct., 1285 
cases illustrating, Oct., 1292 
degeneration in, Oct., 1288 
diagnosis, Oct., 1288 
frequency, Oct., 1285 
treatment, Oct., 1288 
piscacek, Oct., 1288 
rupture of, ‘after operation for 
uterine suspension, June, 795 
Webster suspension, June, ‘607 


1238 


VAGINAL drainage, Eeregeeive vag- 
inal pack for, Oct., 
hysterectomy emblend with col- 
povesicorrhaphy and colpoperine- 
orrhaphy, Aug., 1157 
pack, preoperative, as adjunct to 
abdominal pelvic surgery, 
Oct., 1185 
for elevation of uterus, Oct., 
1185 


for vaginal drainage, Oct., 1186 
repair; uterine suspension; appen- 
dectomy, June, 595 
section, Schuchardt 
Aug., 1161 
Variations, anatomic, Feb., 253 
| Varicocele, left, in tumors of kidney, 
Aug., 1022 


incision in, 


Varicose ulcers and veins, inoperable, 


Dec., 1663 
Veins and ulcers, varicose, inoperable, 
Dec., 1663 


emergency method of control- | Ventral hernia, postoperative, June, 
877 


ling, Oct., 1281 
papilloma of, radium and fulgura- | 
tion treatment, Aug., 1071 
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traumatic, with injury to mesen- 
tery, Dec., 1615 
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Vermiform appendix, actinomycosis 
of, April, 489, 500 
-“e benign adenoma of, June, 
65 
ruptured, with general peritonitis 
simulating ruptured gastric ul- 
cer, April, 573 
Vertebrz, dorsolumbar, compression 
fracture of, pathology, 
Aug., 1083 
treatment, Aug., 1083, 1098 
Volvulus, partial, of cecum, Dec., 1667 
Von Recklinghausen’s disease, Dec., 
1547 


etiology, Dec., 1550 
pathology of tumors, Dec., 1549 
symptomatology, Dec., 1550 


Weak foot, Oct., 1391 
gonorrheal, Oct., 1395 
with arteriosclerosis, Oct., 1392 
with hallux valgus, Oct., 1398 
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Weak foot with varicose veins, Oct., 
1393 


Webster suspension of uterus, June, 
607 
Wire spring retractor, 
Oct., 1179 
special advantages, Oct., 1181 
varieties of, Oct., 1179 
Wound contractor, Oct., 1182 
gunshot, of abdomen, April, 563 
of finger, April, 369 
of liver, treatment, Aug., 973 


automatic, 


x-RAY examination in pituitary dis- 
orders, Feb., 35 
treatment of carcinoma of uterus 
Oct., 1238 
of pituitary disorders, Feb., 36 


Youne’s technic of prostatectomy, 
recent modification, June, 717 
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New Books 


? > 
Graves’ Gynecology EDITION 
Among the important changes are: The rewriting of the section on 
Ovarian Tumors; Implantation Tumors of Ovary; Histogenesis of 
Ovarian Dermoids; Sturmdorf Operation for Chronic Endocervicitis; 
Operation for Cystocele (Ward’s method), Operation for Prolapse of 
Urethral Mucous Membrane, Operation for Tubal Sterilization. 


Octavo of 938 pages, with 534 illustrations, 103 in colors. By Wmuam P. Graves, 
M. D., Professor of Gynecology at Harvard: Medical School. Cloth, $9.00 net. 


Peterson, Haines, and Webster’s Legal Medicine 


The experts and specialists who have written the monographs of 
which these two volumes consist. have contributed very materially 
to the advancement of legal medicine, and their testimony and ex- 
perience have in many, many cases been woven into court rulings. 
Two octavos totaling 2268 pages, fully illustrated, including 10 inserts in colors. 
By Frepericx Peterson, M.D., Manager Craig Colony for Epileptics; WaLrrr 
S. Hanes, M.-D., late Professor of Chemistry, Materia Medica, and Toxicology, 
Rush Medical College, and Raten W. Wesster, M. D., Assistant Professor of 
Medical Jurisprudence, Rush Medical College, Chicago. Per set: Cloth, $20.00 net. 





Newest Mayo Clinic Volume 


The newest Mayo Clinic volume (papers of 1922 published June, 
1923) contains 1394 pages of new practice and new research findings 
developed at the bedside, in the operating amphitheater, and in the 
laboratories. There are 144 articles, with 488 illustrations. 

By WrttAM J. Mayo, M. D., Cuar_es H. Mayo, M. D., and their Associates at 


The Mayo Clinic; Rochester, Minn. _Octavo of 1394 pages, with 488 illustrations. 
Cloth, $13.00 net. 


Newest Mayo Foundation. Theses 


Ninety cent. of these theses are of decided clinical importance or 
admit of well-defined clinical interpretation and application. The 
outstanding practical points of each thesis are brought out and the 
conclusions reached set down in concrete, easily-grasped sentences. 


Octavo of 700 pages, illustrated. From the Mayo Foundation, University of 
Minnesota. Cloth, $10.00 net. 


Foster’s Examination of Patients 


Dr. Foster’s book reverts sharply to the fundamentals of sound 
diagnostic practice—trained senses of touch, sight, and hearing. 
Laboratory diagnostic aids, however, are given full consideration. 
By. NExuts B. Foster, M. D., Associate Professor of Medicine, Cornell University 


oO Octavo of 253 pages, with 70 illustrations, a number in 
colors. Cloth, $3.50 net. 
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Bickham’s 
Operative Surgery 


SIX VOLUMES, WITH 6375 HANDSOME ILLUSTRATIONS 


THis is a new and magnificent work—planned: with 
method, executed with precision. It is minute as to 
detail; it.is definite as to procedure; it is inclusive as 
to'scope, covering not only General Operative Surgery, but 
the surgical specialties of Gynecology, Obstetrics, Genito- 
urinary, and Orthopedics, as well as operative surgery of 
the Eye, Ear, Nose, and Throat. 


Condensed outlines of the surgical anatomy involved. in 
the different regions and organs are given in advance of 
each part under‘discussion. These will serve’as practi- 
cal reminders during the progress of the surgical steps. 


Most striking are the iliusirations—the vast majority 
original and made by a large corps of artists directly and 
constantly under Dr. Bickham’s exacting supervision: 
There are 6375 of these illustrations—more than.one to a 
page—and they portray the steps in the technic and pro- 
cedures. with impressive clearness. 


There will be a comprehensive General Index, thought- 
fully constructed, with its purpose of quick reference 
ever in mind. This will be bound in a separate volume. 
In addition; each volume will have its own index. Fur- 
thermore, the contents of each volume will be stamped 
on its back: It will be an easy matter, indeed, to con- 
sult Bickham’s “Operative Surgery'’—and to find quickly 
what you want. 


By Warren Stone Bickuam, M.D, F. A. C.S., Former Surgeon in Charge of 
General Surgery, Manhattan State Hospital, New York. Six handsome ‘octavo 
volumes, totaling about 5400 pages, with 6375 handsome illustrations, mostly all 
original. Desk Index Volume free. 


W. B. SAUNDERS CO., Philadelphia and London 














